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ARTICLES 


THE NATURE OF DISEASE IN INFANCY* 
By J. C. Spence, M.D. Durh., F.R.C.P. 


PHYSICIAN TO THE BABIES’ HOSPITAL, THE ROYAL VICTORIA 
INFIRMARY AND THE GENERAL HOSPITAL, NEWCASTLE-ON-TYNE 


Ir might be expected that a study of infantile 
causes of 
death would give some idea of the nature and prevalence 
of diseases in infancy; but those with experience of 
existing methods of certification know how false is such 
a hope. During 1939 Dr. F. J. Miller and I conducted 
a personal inquiry into the 272 infant deaths in New- 
castle which revealed the inaccuracies and difficulties of 
certification. Theinquiry included every infant death 
in the city, in each case the attending doctor was inter- 
viewed. When the child died in hospital all records and 
post-mortem findi were available. The practitioners 
gave frank and full codperation. Nearly 10% of the 
deaths (25 out of 272) had taken place without the child 
having received previous medical attention; usually 
these were sudden or unexpected deaths from brief 
illnesses, yet an attempt had to be made to certify 
the cause. It was found that at least a third of the 
total had been certified with an inaccurate diagnosis. 
Most doctors admitted their difficulty in reaching a 
satisfactory diagnosis, but pleaded the necessity of 
putting down something which would satisfy the 
registrar. When in doubt some used stereotyped but 
often irrelevant diagnoses which they knew would be 
acceptable. These habits were not confined to family 
practice, for they were found also in hospitals. To give 
a few examples, a child dead in the 3rd day of a cerebral 
hemorrhage was certified as inanition and marasmus ; 
another dead of an acute virulent infection on the 14th 
day was certified as atelectasis and prematurity; a 
child dead of an acute infection 7 days r circumcision 
was certified as infantile convulsions; a child of 3 
months dying after a long struggle against neonatal 
sepsis was certified as malnutrition and inguinal ‘hernia. 
On ‘evidence like this deductions about the prevalence 
of disease, and the construction of plans of prevention 
are haphazard undertakings. When, in discussing 
infant mortality in 1913, Sir George Newman wrote 
‘“‘The principal operating influence is the ignorance of 
the mother and the remedy is the education of the 
mother,” let us hope that he foresaw an intermediate 
stage when we doctors would have to educate ourselves. 
The position is still worse in regard to morbidity-rates 
in infancy. It would require a controlled inquiry in a- 
fixed community, to discover the incidence of non-fatal 
but disabling illnesses, and to estimate the effects of 
these illnesses on health in later life. Until we have 
some new method of collecting and correlating vital 
statistics of disease in infancy we shall not know how 
much adult disablement is due to inherent faults and 
how much to acquired disease and injury. The number 
of mental defectives indicates the need for this, if we 
accept the estimate of the Wood Committee of 1929 that 
there were at least 300,000 of them in England and Wales. 


TYPES OF DISEASE 


It is not yet possible to trace all forms of sickness to 
their source, for clinical medicine which portrays disease 
advances before clinical science which explains it; but 
experience suggests the following broad categories into 
which the injuries which produce disease in infancy may 
be placed : 

1. Inborn errors of structural development—that is, the 
congenital anatomical abnormalities. 

2. Inborn errors of metabolism. 

3. Mechanical injuries. 

4. Temporary failure to establish the mechanisms of 
independent existence. 

5. Deficiencies of diet. 

6. Neuromuscular disorders of organ function. 

7. Infections. 


* An abstract of the Bradshaw lecture delivered before the Royal 
College of Physicians on March 7, 1940. 
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There are other categories of disease, some physical, 
some psychological, such as follow injury from poisons, 
from parasites and from parental propaganda. There are 
also the peculiar and inexplicable disorders which show 
themselves as neoplasm and leukemia. But the seven I 
have outlined are those which best reveal the nature of 
disease in infancy. 

Congenital anatomical abnormalities.—We are familiar 
with abnormalities which are easily seen, but there are 
many others affecting lungs, brain and genito-urinary 
tract which go undetected. In the Newcastle inquiry 
10% of infant deaths were due to gross recognisable 
co and the true incidence of 


ngenital abnormalities, 
infantile deaths due to this cause is probably higher than 
this figure. But inherited structural faults have wider 
significance. From what we know of subacute bacterial 
endocarditis we can presunie that they are partly 
responsible for a good deal of organic disease in la‘ 
life, by predisposing to infection. ; 

Inborn errors of metabolism.—Garrod wrote: ‘‘ Just as 
all living things, and even the individuals of a species, 
exhibit differences of bodily form, some minute and 
others conspicuous, so also they differ in their chemical 
structure and chemical life.’’ Those differences in 
chemical structure and chemical life which produce 
alkaptonuria, cystinuria and porphyrinuria are con- 
spicuous because their victims survive to an age at which 
a diagnosis can be made and because there are known 
chemical tests whereby to diagnose them. It is probable 
that there are others which go undetected for want of 
suitable diagnostic tests, and some of those may be 
errors of metabolism so gross that the infant survives 
but for a few hours or a few days after birth. The 
anatomical abnormalities which cause death within a few 
hours of birth are easily recognised, but neonatal death 
from a gross chemical abnormality must sometimes 
occur and the cause pass unrecogni 

Mechanical injury.—From the Chicago figures of 1936, 
based on accurate necropsy work, it can be estimated 
that with an infantile mortality-rate of 40 per 1000 live 
births, 15% of the deaths would be due to cerebral 
hemorrhage. Disablement in survivors is difficult to 
assess, but our total of 300,000 mental defectives 
suggests that it may be considerable. Infants with- 
stand mechanical injury better than older children or 
adults ; we have but to watch the healing of an unsplinted 
broken femur, or the survival of a newborn child with 
complete high intestinal obstruction for twenty days to 
realise that. Disablement and death depend more on 
oe _— of the injury than on the vulnerability of the 

ant. 

Failure to establish the mechanisms of independent 
existence results in diseases peculiar to infancy. Their 
nature tempts us to classify them as inborn errors of 
metabolism, but since the disorder is often transient and 
recovery follows, the 2 groups of diseases should be 
differentiated. Icterus gravis neonatorum and anzemia 
hemolytica neonatorum are regarded by Parsons, 
Hawksley and others as temporary failures of the new- 
born child to regulate its own blood-forming and blood- 
destroying processes. Hemorrhagic disease of the 
newborn is probably another example of this type of 
disease, in spite of the recent suggestion that it is due to a 
vitamin deficiency. 

Defective diet.—Whatever defects of diet may be 
found in older children there are few infants in these 
days who are not living on an ample and: highly 
vitaminised diet. Scurvy, tetany and _ nutritional 
xerophthalmia are now so rare that most young doctors 
have never seen them; even rickets is seen only 
occasionally and in circumstances of frank neglect. But 
a highly vitaminised diet is not necessarily an ideal diet. 
In spite of the. improvement in artificial feeding of 
infants and the disappearance of severe forms of 
nutritional disease, the possible ill effects of bottle- 
feeding in comparison with breast-feeding have not been 
accurately determined. Where artificial feeding may 
not be the immediate cause of death it is often an 
accessory before the fact, and no statistical studies of 
death certificates will reveal this. The study of nutri- 
tional disease is turning from the primary forms of 
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dietetic deficiency disease to the secondary or conditioned 
forms in which some underlying disease of stomach, 
bowel or liver is interfering with absorption or assimila- 
tion of food. Before it is too late it should be possible 
to turn the clinical studies of deficiency disease in yet 
another direction: by interrogating people who are 
known to have had severe rickets or scurvy in infancy 
it should be possible to determine if these conditions have 
had any remote effect in later life. Brief exposure to 
lead poisoning in infancy causes chronic nephritis 20—30 
years later ; perhaps the cause of some of the degenerative 
diseases of adults may be found by pediatric studies. 


NEUROMUSCULAR DISORDERS 


The term neuromuscular disorders of organ function 
was used by John Thompson in discussing the mechanism 
of pylorospasm and pyloric stenosis. The clinical 
effects of those disorders may be present at birth or they 
may not come into full force until a few weeks after 
birth. They tend to subside after the 6th month. 
There is no direct evidence to suggest that they 
are true congenital anatomical abnormalities. The 
subsequent history of the affected infants shows that 
they are not more prone to psychopathic or endocrine 
disorders than other children. Perhaps the true causa 
causans is a temporary absence for a few months of a 
chemical substance necessary for coérdination of the 
neuromuscular functions. The most evident example is 
pylorospasm with or without hypertrophy of the pyloric 
muscle; others are congenital laryngeal stridor, and 
the various degrees of colonic dysfunction from spastic 
constipation to Hirschsprung’s disease. There is also 
adynamic ileus of the newborn described by Perrot 
and Danon (1935), and Gillespie and Rogers (1939). 
The symptoms of this are evident from birth, and at 
first are indistinguishable from those due to an imper- 
meable intestinal obstruction ; the obstruction, however, 
is not due to constriction or occlusion but to spastic 
closure of a segment of the small bowel, the lumen of 
which is present. In some cases this functional disorder 
rectifies itself in the second week of life and a spontaneous 
cure takes place. 


Case 1.—A first child of young parents was born at term 
after a normal pregnancy and labour. At birth it was an 
apparently healthy male infant, and it cried and slept after 
birth ina normal manner. On being put to the breast towards 
the end of the first day there was a little vomiting and on the 
second day when breast-feeding was established vomiting 
became more evident. Then for 8 days there was complete 
obstructive vomiting of deeply bile-stained material. The 
infant retained his appetite and breast-feeding was continued. 
I saw him on the 6th day when the diagnosis of intestinal 
obstruction due to a congenital atresia of the bowel seemed 
obvious. Radiograms showed a big stomach with barium 
passing a short way down the jejunum but not beyond. On the 
8th day vomiting was less severe. Thereafter there was a 
gradual improvement and at 3 weeks all vomiting had dis- 
appeared. The child is now a boy of 9 in excellent health. 


It may be argued that this was intestinal obstruction 
due to a local constriction and not to adynamic ileus, 
but the site of the obstruction and the clinical feature so 
resembled other cases of adynamic ileus confirmed at 
operations or necropsy that the diagnosis can be 
sustained. Gillespie and Rogers in reporting a similar 
case made their diagnosis after laparotomy. Their 
patient also recovered. 

Other forms of neuromuscular disorder of bowel function 
of slighter degree are common. The following is, I think, 
an example, and presents a recognisable clinical entity. 


Case 2.—A healthy breast-fed male infant was well 
during the first 8 weeks of life, advancing steadily in weight 
from 7 lb. to 9 lb. 4 0z. At 8 weeks he slept and fed with 
exemplary regularity ; his bowels were a little constipated 
and irregular, but there was nothing obviously abnormal 
about the appearance or odour of the stools. In the 8th week 
he began to appear uncomfortable. Sleep was broken and 
there was slight occasional iting; once or twice he 
vomited unexpectedly in a pane slightly suggestive of 
pyloric stenosis. At 11 weeks the weight had fallen to 8 Ib. 
12 oz. On a diagnosis of “ feeding disorder’ the mother 
contemplated weaning the child. I saw him at this time ; the 
breast milk was more than adequate, so breast-feeding was 
continued ; he fed eagerly but between feeds had periodic 
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discomfort and slight irregular vomiting. The bowels were 
now irregular; with a suppository or rectal tube a creamy, 
slightly offensive stool was obtained. The abdomen was 
prominent and through its thin wall slight distension of the 
small intestine was visible. There was no evidence of pyloric 
stenosis, or tuberculosis or of other infective disease. During 
the next 10 weeks breast-feeding remained adequate ; vomiting 
subsided but there was still no gain in weight. The main 
symptom continued to be irregularity of the bowels, with some 
abdominal distension. At the age of 4 months he was still 
under 9 lb. in weight, sleeping irregularly and passing his 
waking hours in alternating phases of alert interest and peevish 
discontent. With no other treatment than the use of a 
rectal tube or suppository, improvement set in in the 5th 
month. Bowel movements became more regular ; there was a 
steady gain in weight and complete recovery followed. 
Throughout the illness the child remained breast-fed, attended 
only by its mother and free from any contaminating infection. 

Occasional gastric lavage and a little Eumydrin were used in 
the early weeks of the illness, but without any effect. 


In the past this might have been described as a case of 
fat-intolerance, carbohydrate dyspepsia, protein damage, 
or abortive coeliac disease. I am reasonably sure that 
the fault was a neuromuscular disorder of the small 
bowel interfering with normal function but never sufficient 
to produce obstruction or visible peristalsis. In adults 
a single simple narrowing of the small intestine may 
produce a disease picture resembling sprue, there are 
therefore grounds for assuming that a disorder of 
peristaltic action in the bowels of an infant may cause an 
apparent feeding disorder with wasting—indeed some 
cases of coeliac disease itself may be due to disturbances 
of this nature. 

Another possible manifestation of neuromuscular 
disorder of function is to be seen in apparent respiratory 
obstruction. In some infants the obstruction appears to 
be in the nasopharynx, in others in the bronchial tubes. 
To the observer the children give the impression that 
they have not yet learned to breathe normally. The 
disability may produce the deformity of pigeon-chest. 
After a few months most of them begin to recover from 
their disability ; those who die in the meantime from 
intercurrent disease are found to have no obstruction 
in the respiratory tract. I can find no other explanation 
for them than neuromuscular disorder of the respiratory 
mechanism ; and there is evidence that such disorders 
of function are commoner in infancy than is supposed. 


INFECTIVE DISEASES 


In a town with an infantile-mortality rate of 60 per 
1000 live births it is probable that at least half the 
infant deaths are due to infective or bacterial diseases. 
With higher mortality-rates the proportion of deaths due 
to infection will be still greater. This conclusion is 
based on our Newcastle inquiry. Most infective illnesses 
could be prevented, and therein lies the reasonable hope 
that an infantile-mortality rate under 30 per 1000 live 
births should be attainable. 

In older children and adults the recognition and classifi- 
cation of infective diseases on an etiological basis is 
relatively easy. In infants not only may the causative 
organism be difficult to recover but the pattern of the 
illness following any known infection is so variable as to 
give little help in diagnosis. A Bacillus dysenteriae 
Flexner infection may cause acute generalised toxemia 
in one infant, meningitis in another and dysentery in 
another ; two infants may be similarly infected and both 
may die, yet in one the illness may have been febrile and 
in the other afebrile. Some infective illnesses will kill 
an infant within 24 hours, thus allowing little time for 
the gathering of information. An organism such as the 
B. coli which is relatively innocuous to older children may 
cause a rapidly fatal illness in a newborn infant, and an 
investigating bacteriologist with fixed ideas of what are 
pathogenic organisms may be led astray. 

It is difficult to estimate the prevalence in infancy of 
the infective diseases which can be traced to known 
organisms. Cameron (1929) and Ogilvie (1933) have 
described the dangers of sepsis neonatorum. MacGregor 
(1939) has pointed out the prevalence of neonatal 
pneumonia as a cause of death shortly after birth, and 
Craig (1936) and others have shown how the B. coli and 
other coliform organisms cause meningitis in the newly 
born. Cass (1940a) has outlined the effects of the 
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staphylococcal diseases. In America Rice, Best, 
Frant, Abramson (1937) and others have made similar 
observations. These give no clue to the relative 
incidence of the various infections in infancy. Our 
Newcastle inquiry was carried out in a year free from 
serious epidemics and at a time when institutional 
infections of infants were well controlled; there were 
about a hundred deaths from infective diseases of which 
6 were due to tuberculosis, 1 to diphtheria, 1 to syphilis, 
and 9 to whooping-cough ; there were 12 deaths from 
illness which could be called acute infective gastro- 
enteritis, the remainder died from acute infective ill- 
nesses, some of which appeared to be acute respiratory 
infections, but the majority presented no localising 
symptoms on which to base a diagnosis. 

To study and prevent these acute infections in infancy 
is one of the chief duties of pediatrics, for many pass 
undiagnosed and are not investigated. Most of ‘us 
are familar with the infective nature of a disease 
with outward signs like pemphigus neonatorum, but 
there are others with no localised signs which may 
kill within 24 hours or lead to wasting and feeding 
disorders. The variety of pathogenic organisms is 
great but they all tend to produce septicemia with 
symptoms of drowsiness and a disinclination for food. 
This may be present within 24 hours of birth with 
localisation of the infection as a neonatal pneumonia ; or 
more typically an infant may thrive well for a few days 
then refuse feeds, become drowsy or peevish, develop a 
little diarrhoea, and then recover ordie. At the height of 
the illness some show an interesting physical sign which 
I call canine breathing ’’; a short panting form of 
respiration rising to a rate of 120 to 130 a minute, but 
not resembling pneumonic breathing. The clinical 

ecularities of neonatal infections are set out in a report 
a Guthrie and Montgomery (1939) of illnesses in a 
Glasgow Hospital due to the B. enteritidis of Gaertner in 
which the infants had no dysenteric symptoms but only 
signs of mild intestinal catarrh followed by septicemia, 
meningitis or cholecystitis. A newborn infant who 
becomes abnormally drowsy and refuses its feeds and is 
not suffering from cerebral hemorrhage shquld be 
suspected of an acute neonatal infection. 

In later infancy—that is, at any time after the neonatal 
period—the acute infections may assume forms lasting 
from a few hours to several weeks, and ranging from fatal 
toxemia to mild malaise. A description of these although 
explaining nothing may serve a purpose. 

The first is an acute illness lasting less than 48 hours 
with no localising signs and ending in death or recovery. 
The infant is prostrated or comatose—a state described 
in the northern vernacular as ‘ dead felled.” The 
illness may be so short as to have run its course before 
medical aid is summoned and into this category must be 


put some of the cases of infants found unexpectedly dead 
‘in 


Case 3.—A healthy child of 7 months in good social cireum- 
stances was noticed one afternoon to have an almost 
insignificant nasal catarrh. Next morning she was kept 
indoors but played cheerfully in her nursery. At 3 o’clock in 
the afternoon she was feverish and desired to be nursed ; by 
5 o’clock she was limp and quiet. At 7 o’clock she was drowsy 
and refused drinks. Seen between 8 and 9 o’clock the same 
evening the child was semiconscious but inclined to throw 
herself about. There were no localising-signs. Urine: no 
albumin and no pus cells ; not cultured for organisms. The 
cerebrospinal fluid was clear and normal. The child became 
comatose, and after a minor convulsion died at 4 o’clock in 
the morning. The duration of the acute illness was thus a 
little less than 12 hours. A post-mortem examination was 
made and no anatomical lesions sufficient to explain death 
were found. Cultures from the heart-blood were not made. 


These fulminating forms of infective illness are not 
uncommon in infants, and have often been described as 
due to acute respiratory infections with streptococci. It 
is clear that many organisms other than the strepto- 
coccus may be the cause, and there may be no clinical 
or pathological evidence of respiratory disease. I have 
seen many illnesses of this type in which the determined 
coéperation of clinician and pathologist has failed to 
reveal the cause of the septicaemia. 

A second type of infective illness is a symptomless 
pyrexia lasting 4-10 days and ending usually in complete 
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recovery. Starting insidiously or acutely, there is 
feverish drowsiness, with disinclination for food or occa- 
sional sickness, but with no localised symptoms or signs. 
The condition may pass to toxemia with dehydration. 
A trace of albumin with a few leucocytes may be found 
in the urine, and in this and other ways the picture 
resembles a paratyphoid infection. Engorgement of the 
fauces may suggest that site as the portal of entry of 
infection. This type of illness is to be seen occasionally 
after vaccination or circumcision, even when the primary 
lesions shows no signs of septic infection. Recovery is 
usually uneventful. 

A third type of infective illness starts suddenly or 
insidiously as an acute symptomless pyrexia and after a 
few days localises to produce signs of organic disease— 
particularly pneumonia, otitis media, pyelocystitis, 
gastro-enteritis, meningitis or skin sepsis. 

A fourth type is acute primary gastro-enteritis, the 
“‘ cholera infantum ”’ of former times. There is a rapid 
onset of symptoms with vomiting; the stools become 
dysenteric or copious, frequent and loose. The character- 
istic facies, with grey pallor and dehydration, is quickly 
established ; mortality is high. This type of illness 
can probably be caused by many organisms. In some 
outbreaks dysenteric organisms are found, but in newly 
born or ailing infants organisms which are apparently 
benign to adults may be the cause. 

A fifth type of disease is one in which there is no 
invasive fear or septicemia and the infection reveals 
itself first by a localised lesion or multiple localised 
lesions without symptoms of a generalised illness. These 
may appear in the skin, producing onychia and abscesses, 
or in deeper sites producing osteitis, arthritis, otitis, 
empyema or indeed any local lesion. This type is 
characterised by pus formations, and brings to light an 
important principle of infective disease in infancy. If 
an infective disease becomes localised with pus formation 
an infant shows more power of local resistance than an 
older patient, provided the infection is not secondarily 
contaminated by other organisms. This explains the 
unusual power of recovery which some infants show from 
staphylococcal osteitis and empyema with no treatment 
other than occasional aspiration of the pus. Such cases 
have been reported by Cass (1940b) and the following is 
an example of one of them. 


Case 4.—A healthy male child began to develop swelling 
just above the left knee-joint at the age of 2 weeks. This 
increased. steadily until, at 4 weeks, there was obvious 
reddening of the skin with swelling of the knee-jeint and 
lower end of the femur. The child’s general condition was not 
disturbed ; he took his feeds well throughout and continued 
to gain weight. The left sternoclavicular joint became simi- 
larly swollen, red and tender. The knee-joint was aspirated 
four times in 10 days, on each occasion the pus contained 
Staphylococcus aureus. A radiogram of the femur showed 
definite osteitis, the course of which was followed by further 
radiological examinations. No operation was performed ; 
the osteitis and arthritis in both joints subsided within 
3 months and a spontaneous cure took place, the child 
remaining well a year after. 


A description of the clinical course of acute infective 
disease does nothing to explain by what process an infant 
may be killed within 24 hours with no local evidence of 
the primary site of infection, or why organisms like the 
dysentery bacillus have such a tissue specificity in the 
older child but lack it in the infant. It does not explain 
by what means an organism like the B. lactis aerogenes 
may be fatally pathogenic to an infant to become quite 
innocuous in later life. I have two outstanding impres- 
sions of infective illnesses in newly born and young 
infants ; first, the sudden explosive character of the 
septicemic illness without local evidence of the primary 
site of infection; and second, the frequent absence 
of any septicemic or constitutional symptoms in 
those few infants who can oppose the infection by 
immobilising it in a local purulent lesion. Rich (1932) 
experimenting with rabbits showed that inflammation 
is not a barrier of resistance laid down to oppose a 
spread of infection, but a local phenomenon at the site of 
infection in tissues which have been sensitised by a 
previous infection with the same organism. is 
phenomenon is well known in the case of tuberculous 
infection, and may be true of most of the organisms 
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which later live a harmless saprophytic life in selected 
tissues of the adult body. The infant may have to pass 
through a stage of adjustment after primary infection 
with each of these organisms, and the primary infection 
may take place without evident clinical disease arising ; 
or it may take place in a manner and at an age when ‘the 
response will be different from that provoked by 
reinfection in later life. We may have to study the 
primary or infantile forms of all infections, just as we 
have studied the illnesses produced by primary infection 
with tuberculosis. This branch of clinical medicine 
offers unusual opportunities for research and discovery. 
So far in England this work has been done mainly by 
amateurs—using the word in the sense of those who do 
something for the love of it. But now the importance of 
the subject demands that those with suitable talent and 
training shall be selected to do the work in places suitable 
for research. The training implies a clinical experience 
of pediatrics. The places imply a staff and equipment 
which will ensure the safe custody of young infants. 
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BomBInG of civilian areas has led to the recognition of a 
syndrome having the following course : the patient has a 
history of being buried for several hours under the debris 
of a bombed house with compression of a limb or limbs ; 
on admission to hospital his condition may be good, with 
normal pulse and blood-pressure, but a few hours later 
shock sets in; locally, cedema appears over and around 
the compressed area and spreads along the limb or 
limbs ; movement of the affected limbs may be limited 
or absent and there may be various sensory disturbances 
such as anesthesia, hyperesthesia or paresthesia ; 
oliguria and other signs of renal failure develop; the 
termination is usually fatal, with rising blood nitrogen 
and anuria. The following case illustrates these points. 

Case 1.—A woman, aged 23, was admitted to hospital after 
having been buried in her bed for 16 hours under the debris 
of a bombed house. The pressure had been chiefly on the 
right shoulder and right knee, particularly the latter. On 
admission her general condition was good, the pulse-rate being 
80 and the blood-pressure 105/80 mm. Hg. A few hours later 
the generyal cortdition deteriorated, and 6 hours after admission 
she was so collapsed that the blood-pressure could not be 
determined. Before this extreme collapse treatment by 
intravenous plasma and serum had already been begun, and 
after several pints had been given there was gradual improve- 
ment. Locally swelling appeared round the point of pressure 
at the right shoulder which spread towards the upper arm and 
the adjacent areas of the trunk; the patient was unable to 
move the arm at the shoulder but movements and sensations 
were normal from the elbow downwards. The whole of the 
right leg became cedematous, and all movements and sensa- 
tions were absent from the knee downwards. After recovery 
from the phase of extreme shock, the small urinary output 
caused anxiety ; in successive twenty-four hour periods this 
only amounted to 5, 4, and 4 oz. with anuria on the fourth and 
fifth days, despite successive daily intakes of fluids by all 
routes of 248, 188, 102, 137, and 18 0z. The patient became 
more and more confused mentally, finally comatose, and died 
on the fifth day. 


TABLE I—BIOCHEMICAL FINDINGS IN CASE 1 


| Blood 
intake Poet e | 
ntake 2s 
Day By "82/5 zee mas a3) 
Total) ° ASA | = 
c.em. ¢.cm. c.em.| mg.% &-% | % 
1 7440 3000 150 
2 5640 1800 120 137 87 wel ee os 25 
3 Nh | 190] .. | | | 
4 4110 1800 0 | 188 122 2-89 3-08 ae ‘ 
5* 540 Nil 0 300 196 10-7 32 21 
(78%) 


* Day of death 


The main biochemical features were : the passage of small 
amounts of highly blood-stained alkaline urine containin 
about 1% of protein; and nitrogen retention, desbeted 
plasma proteins and lowered alkali reserve in the blood 
(table 1). Similar cases have been reported by Bywaters 
and Beall (1941), Beall et al. (1941), Mayon-White and 
Solandt (1941) and the Medical Research Council (1941). 


THEORIES OF THE CAUSE OF RENAL FAILURE 


The mechanism of the renal failure is obscure. The 
most favoured conception is that toxic bodies are pro- 
duced in the compressed and damaged muscles, and that 
these, on release of the compression, pass into the cir- 
culation and eventually damage the kidneys by chemical 
or physical action. On this hypothesis one or all of the 
following measures have been adopted from time to 
time: amputation of the affected limb to remove the 
source of the toxins; intravenous therapy designed to 
dilute the toxin and promote diuresis; administration 
of suprarenal cortical hormones to raise the blood sodium, 
and so to counterbalance the raised blood potassium ; 
measures directed towards dealing with the kidney 
lesion. Progress has been made on these lines which we 
shall not discuss here. 

It occurred to us, however, that the syndrome might 
be due, not to toxic bodies liberated from damaged 
muscles, but to a loss of substances from the circulation 
into the damaged limb. The development of the shock 
phase of the syndrome could readily be explained by this 
conception, but the renal failure phase is not so readily 
explained, unless it be considered a secondary manifesta- 
tion of the shock phase. Arguing on these lines it 
appeared to us that large intravenous injections of 
plasma or crystalloids before or during the shock phase 
would tend primarily to increase the loss of blood con- 
stituents into the damaged limb, with subsequent pro- 
motion of traumatic cedema. A new therapeutic 
approach to this problem, it seemed, would be to prevent 
as far as possible the leakage of fluid from the circulation 
to the injured limb, and to restore to the circulation of 
such fluids as had already leaked out. It was considered 
that a form of intermittent pressure to the damaged limb 
would best aid the return of tissue fluid to the circulation 
and several methods were tried out. 

We thought that the Pavaex apparatus as used for 
organic vascular disease might be so adjusted as to apply 
intermittent positive pressure to the cedematous limb, 
but the glass sheath used to enclose the limb proved 
unsatisfactory in practice. Eventually the Pavaex 
motor was connected to an ordinary blood-pressure 
apparatus. More recently we have had made for us! 
a blood-pressure cuff of twice the normal size, so that a. 
greater length of limb can be compressed at one time. 
The cuff is bandaged on to the limb, with a layer of 
cotton-wool underneath if necessary, and connected by 
means of a T piece with the mercury manometer and with 
the Pavaex motor. With the machine at our disposal 
the maximum positive pressure obtainable was 50-60: 
mm. Hg, and we thought this as high a positive pressure 
as was desirable. When the motor was turned on the 
cuff becomes inflated to this pressure and then deflated, 
the rate of cycle being varied as convenient. -When we 
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first started using the apparatus the time during which 
the intermittent pressure was applied to successive 
lengths of the limb was limited to four hours daily ; but 
when we found that at any rate no harmful effects could 
be discerned—such as would be expected if toxic sub- 
stances were being squeezed into the circulation—the 
compression was made continuously except during the 
patient’s hours of sleep. 


CASE-HISTORIES 

CasE 2.—A girl, aged 19, had been buried under debris for 
13 hours, the main pressure points being in the left groin and 
at the base of the left arm. She appeared very much shocked 
on admission with a blood-pressure of 80/60 mm. Hg. Four 
pints of plasma were given intravenously and this was followed 
by a general improvement. On the second day the blood- 
pressure was 115/90. Both the left arm and left leg were 
numb on admission and could not be moved but on the 
second day normal sensation had returned to the leg. Some 
cedema developed in the leg but this soon subsided, and the 
prominent local feature was an cedematous left arm with 
deficient sensation and movement. The general condition 
gradually improved until on the eleventh day (the day on 
which intermittent positive pressure was started) it appeared 
a fairly safe clinical prognosis that the patient was not going 
to die either of shock or of renal failure. Despite this there 
was evidence from the blood-urea and urine that there was 


TABLE II—BIOCHEMICAL FINDINGS IN CASE 2 


Urine Blood 
Fluid 2 
intake = oc of 
“in 24 a | 3 | £\ 888 gee 
hours ¢ | 2 > 45 
| & c.cm. 
c.cm. | ¢.cm, | % | % | % | ot 
| /o ° 
3-7| 1920 | 930|°.. | S08) 388" 59 
| | (96%) . 
2370 | 1160 | Alk. | 0-02 | 79 5:59 11-3 178 50 
82%) 
12 | 3010 2530 | Neut.| 0-007, 71 | 5-41 11:1 206 59 
| (80%) 
16 2010 1980 | Neut.| 0-005 53| .. 
23 2760 | 2295 | Alk. | 0-005; 7:01 12:5. 150 61 
(91% 


* Intermittent positive pressure begun. 
t The centrifugalised deposit contained granular and hyaline 
casts and red cells until the 23rd day of admission. 


renal impairment (table 11). The day after the application of 
intermittent positive pressure three changes were noted : 
the patient ceased complaining of thirst ; the urinary output 
more than doubled ; the limb was slightly less swollen and 
was much softer (this observation could readily be controlled 
by comparison with the deltoid area which was still hard and 
cedematous and to which no pressure had been applied). 
Intermittent positive pressure was applied to the limb for four 
hours daily during the subsequent fortnight until the patient 
was discharged from hospital. During this time the course 
was one of steady progress—generally, locally, and bio- 
chemically. 

This patient showed the local signs of a compression 
injury to a limb together with some evidence of interfer- 
ence with kidney function. Before treatment by inter- 
mittent positive pressure was begun the urinary output 
was good and the patient appeared to be progressing to 
spontaneous recovery. Improvement seemed to be 
accelerated by the treatment, but it cannot definitely be 
proved that this was more than coincidental. It can 
however be argued that, in this particular patient at the 
time when the treatment was given, there was no evid- 
ence of toxic bodies being present in the damaged muscles 
of the affected limb, otherwise treatment by intermittent 
pressure would have made her worse. In view of this 
conclusion we thought it justifiable to apply the treat- 
ment early in the next similar case. 

Case 3.—A woman, aged 36, was admitted with a history of 
being buried for five hours with her right arm pinned under the 
beam of a house. The main line of compression was at and 
just above the elbow where an oblique line of superficially 


TABLE III—BIOCHEMICAL FINDINGS IN CASE 3 


Urine 


| Blood 
| c.cm. 
c.cm. | ¢.cm. | &. % mé.%| % | % |jmg.% of CO, 
| 
1 1650, 280 | SL. 0-015 28 6-5 13:9 | 162 61 


acid 1% 
2 1410/2160 | neut. 0-007 | 19 6-4 | 178 | 65 
| (111% 
5 | 2850| 2220  neut. 40-005| 19 58 65 
9 2455! alk. |20-005| 23 | 
15 ss 2200 | neut.' 20-005) 18 70 14°5 | 171 66 
| (105%) 


t The centrifugalised deposit contained red cells for the first two 
days of admission only. 


excoriated and deeply necrotic skin could be seen. The whole 
arm was swollen and hard, especially about the elbow. Active 
movements below the elbow was absent and sensation was 
completely absent from the hand and almost absent from the 
forearm. The general condition was good. It was decided 
to apply intermittent positive pressure as soon as the initial 
biochemical observations on the blood had been made, and 
this was done within an hour of her admission. Compression 
was continuous except during sleep at night ; in addition the 
arm was kept slung up in a position as near as possible 
approaching the vertical for periods as long as the patient 
could tolerate, to aid the return of fluid from the limb. 
Tables m1 and iv give the biochemical studies and variations in 
measurements of the limb. The general condition of the 
patient remained good, the urinary output was normal, the 
blood-urea remained within normal limits and fell, and the 
arm, after a period of increased swelling during the first 24 
hours, became softer and smaller. The measurements became 
normal first at the wrist and shoulder and by the end of the 
second week the whole arm had returned to normal size and 
consistency except for a local area of inflammatory induration 
around the zone of sloughed skin at the elbow, corresponding 
to the line of original pressure. 


This patient treated from the beginning by intermit- 
tent positive pressure developed no evidence of shock and 
no evidence, either clinical or biochemical, of impairment 
of renal function except for the presence of red cells in the 
urinary deposit for 48 hours after admission. An 
obvious possible explanation is that she would not have 
developed these complications in any case; but on the 


TABLE IV-——-LIMB CIRCUMFERENCES IN INCHES IN CASE 3 


Day 


1 2 4 7 ll 15 
Wrist it 7 t Nor- Normal 
(normal)| mal 
Forearm .. 13 12¢ 12 il 104 104 
| (normal = 94) 
Arm an 14 134 12 118 | 113 


(normal) 
*“* Normal ” refers to corresponding measurement of other arm. 


other hand we have seen patients develop the full syn- 
drome and die with no worse local signs than this patient 
originally presented. The local condition of the arm 
was certainly more serious than that of the first case, in 
which there was chemical evidence of impaired renal 
function. The possibility cannot lightly be dismissed 
that the favourable course was related to treatment. 


DISCUSSION \ 

Treatment by compression was based on the concep- 
tion that the crush syndrome might be caused by the 
large leakage of blood constituents into a limb suddenly 
decompressed, the capillaries of which had temporarily 
lost their function through an impaired 
during the compression. The constant mechanical 
massage of the injured tissues by compression treatment 
produced no ill effects—an argument against the presence 
of a toxic factor. It was accompanied by: a greatly 
increased output of urine; first a softening then the 
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gradual disappearance of the local cedema; a fall in blood- 
urea or the maintenance of blood-urea within normal 
limits; symptomatic improvement. In the course of 
the investigations it was noted that the reaction of the 
urine was either alkaline or neutral, rather than acid. 
The alkalinity of the urine would possibly explain the 
absence of casts in the urine of the fatal case described, 
and the small number in case 2. 

Comparable to compression injuries of limbs is the 
cycle of events which follow the release of a tourniquet ; 
this too may produce a fall in blood-pressure and the 
appearance of shock, the explanation usually accepted 
being that various toxic metabolites are swept out of the 
temporarily occluded limb into the general circulation. 
The application of a tourniquet however also produces 
temporary anemia of the occluded limb with injury to 
capillaries and local dilatation of all vessels; and the 
release of the constriction would be followed by a sudden 
loss of blood constituents into the injured limb. It is 
suggested that a similar line of treatment to that des- 
cribed here might be applied to patients who through 
error have had a tourniquet applied for too long a period. 


SUMMARY 

Crush injuries are often followed by a syndrome in 
which shock is associated with spreading oedema of the 
affected limb, oliguria or anuria, and generally death. 
It is usually held that this syndrome is due to the libera- 
tion of toxic bodies from the crushed tissues into the 
general circulation. 

We suggest that the reverse may be true, and that on the 
release of pressure there is a loss of blood constituents into 
the injured limb. 

On this hypothesis we have treated two cases by apply- 
ing intermittent positive pressure up to 60 mm. Hg to the 
cedematous area, using a special large blood-pressure cuff 
and a Pavaex motor. 

With this treatment there was in both cases a greatly 
increased output of urine, softening and later disappear- 
ance of cedema, a fall in blood-urea to within normal 
limits, and recovery. 

We suggest that this treatment should be given further 
trial in crush injuries and in cases where tourniquets 
have inadvertently been left too long in position. 
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XANTHOMATOSIS OF THE SKELETON 
IN AN ADULT 
(LIPOIDOSIS OF THE SCHULLER-CHRISTIAN TYPE) 


By E. L. Gwen. Hitton, M.B. Lond., F.F.R., D.M.R. & E. 


HONORARY RADIOTHERAPIST TO UNIVERSITY COLLEGE HOSPITAL ; AND 


KENNETH EDEN, M.S. Lond., F.R.C.S. 


JOHN MARSHALL FELLOW IN SURGICAL PATHOLOGY IN THE UNIVERSITY 
OF LONDON AT THE HOSPITAL 


XANTHOMATQSIS of bones was first described in the 
form of a clinical syndrome, characterised by the com- 
bination of multiple defects in the membrane bones of 
the skull, exophthalmos, and diabetes insipidus ; it has 
since been known as the Schiiller-Christian syndrome. 
All the cases described by Fraser (1935) were infants 
or young children, and Horsfall and Smith (1935) found 
that in half of the 36 published cases which they analysed 
the symptoms arose before the age of 2 years. The 
disease is generally believed to pursue a downhill course 
(Sosman 1932) and few cases have been described which 
have reached adult life untreated. 

Our knowledge of the xtiology of the disease is chiefly 
due to Rowland (1928), who showed it to be one of a 
group of closely allied disorders of lipoid metabolism, to 
which he gave the name xanthomatosis. Under this 
heading are also included Niemann-Pick’s disease 
(characterised by hepatomegaly and splenomegaly in 
Jewish children), Gaucher’s disease (a familial disease of 
children chiefly affecting the spleen), and certain 
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Fic. 1—Microscopic appearance of lipoid granuloma in jaw 
(x 360. H. and E.). 


cutaneous xanthomata. Epstein and Lorenz (1930) 
have further clarified these diseases by the demonstration 
of the fundamental metabolic disorder in each; a dis- 
turbance of the metabolism of cholesterol and its esters 
in the Schiiller-Christian type, of the phosphatides in 
Niemann-Pick’s disease, and of kerasin in Gaucher’s 
disease. 

Perusal of the recorded cases of the Schiiller-Christian 
type of xanthomatosis makes it evident that the original 
clinical triad is not always present. Snapper (1938) has 
recently described 3 cases in which none of these symp- 
toms were found, the lesions being present chiefly in the 
long bones. Other inconstant features of the disease 
which have been described are dwarfism, adiposogenital 
dystrophy, jaundice, and gingivitis ; but it is clear that 
there is no constant symptomatology. dt seems probable 
that many cases have hitherto passed unnoticed owing 
to the failure to recognise this variable symptomatology, 
and the fact that the disease may occur in adults as well 
as infants. The following case is one which had been 
missed for 16 years for these reasons. 


CASE- HISTORY 

A housewife, aged 37, was admitted to hospital complaining 
of an aching pain in the left lower jaw. There was an ill- 
defined swelling of the left horizontal ramus of the mandible, 
extending forward from the region of the angle for a distance 
of 14 in., which was hard and slightly tender; the gums were 
edentulous. The jaw was explored for a dental cyst, but a 
solid tumour was encountered and a biopsy was therefore 
performed. The section (fig. 1) showed granulation tissue and 
fibrous tissue, in which were scattered many large giant cells 
of the foreign-body type, some with foamy cytoplasm in 
which globules of fat could be demonstrated by staining with 
Sudan III. There were numerous eosinophil cells, sometimes 
collected together in groups to form little islets in the granu- 
lation tissue, as well as plasma cells, lymphocytes and histio- 
cytes, but few polymorphonuclear leucocytes. The diagnosis 
of lipoid granuloma was made and the case investigated further. 

There was no relevant family history. She had been per- 
fectly normal until the age of 21, when 6 months after her 
marriage she began to complain of thirst and frequency of 
micturition. She was investigated at another hospital, told 
that she was suffering from ‘‘ water diabetes,” and given a 
course of Pituitrin treatment, which improved matters for a 
time. Later she ceased to attend the hospitai and the treat- 
ment lapsed. Her periods started at the age of 12 and have 
remained normal, lasting about 3 days every month. At the 
age of 23 she gave birth to a stillborn child and subsequently 
had two further miscarriages, 2 and 5 years later ; 3 years ago 
she became pregnant again, and this time a normal child was 
born shortly before term, by cesarean section, following an 
antepartum hemorrhage. During this pregnancy she was 
again treated with pituitrin. For several years she had com- 
plained of chronic pain in the left knee which she had attri- 
buted to rheumatism, and two years ago she had had all her 
teeth removed for severe gingivitis. At the time of investiga- 


tion she was in the habit of drinking 2 glasses of water between 
each meal and several glasses with her meals. During the 
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day she micturated about every 2 hours and 3—4 times every 
night. She was a plump healthy looking woman weighing 
13 st. Blood-pressure 128/80, pulse-rate 80, temperature 
98° F. There was no exophthalmos or palpable tumour else- 
where than in the jaw, and no cutaneous xanthomata. The 
throat and ears were normal and there were no physical signs 
of disease in the chest, abdomen or central nervous system. 

The daily output of urine, measured over a period of a week 
in hospital,. averaged 13 pints in 24 hours; specific gravity, 
1010; no casts, sugar, albumin or other abnormal consti- 
tuents. Blood-count: red cells 4,680,000; Hb. 92%; 
colour index 0-98; white cells 5600 (polymorphs 63%, 
lymphocytes 31%, mononuclears 6%). Serum calcium 9-2 
mg. per 100 c.cm. ; plasma phosphorus 3-5 mg. per 100 c.cm. ; 
blood cholesterol 120 mg. per 100 c.em. Wassermann reaction 
negative. A stool showed no excess of fatty acids or saponi- 
fied residue, Cholecystogram was no 4 ‘ 

A radiogram of the skull did not show the typical map-like 
(Landkartartige) appearance described by Schiiller (1915). 
Only one clear-cut defect, the size of a sixpence, with some- 
what irregular edges, was seen in the centre of the frontal bone 
(fig. 2). No surrounding new bone formation was present. 
The remainder of the skull, including the orbit and pituitary 
fossa, was normal. Extensive defects were seen in the left 
side of the mandible, and several smaller lesions in the hori- 
zontal ramus of the right side. The lower end of the left 
femur was also affected, but the lesion differed from those 
seen in the skull and mandible (fig. 3). Instead of clean-cut 
defects, the appearance resembled chronic osteomyelitis, 
except that periosteal reaction was somewhat less severe and 
there’ was no sequestration. The lower end of the bone was 
expanded with slight periosteal reaction and the cortex and 
medulla were replaced by irregular patches of rarefaction sur- 
rounded by sclerosis. A similar but smaller lesion was seen 
in the diaphyseal region of the left tibia. Radiograms were 
taken of all the other bones of the skeleton, but no further 
abnormalities were found. 

A course of X-ray therapy was given to the pituitary region 
and to the local deposits in the skull, the left femur and left 
tibia. 

Techni of treatment given.—Kilovoltage 190; — 
Thoreus, equivalent to 1-5 mm. copper ; milliamperage 6 
Anticathode skin distance 30cm. Portal of entry for mandible 
10 x 8cm.; dosage : 2250 r spread over 5 weeks. Portal of 
entry for femur 10 x 15 em.; dosage: 2200 r spread over 5 
weeks. Portals of entry for pituitary, 4 fields 6 x 8 em. ; 
dosage (spread over 3 weeks) : right lateral field 1200 r ; left 
lateral field 1200 r; vertex field 1200 r; anterior field 1200 r. 

The patient has been seen at short intervals for a year since 
the conclusion of the treatment, and radiograms of the chief 
bones of the body have been taken from time to time. 
was expected, the 
treatment had no 
effect on the diabetes 
insipidus, the 
damage to the tuber 
cinereum presum- 
ably being irrepar- 
able; the patient 
continues to pass an 
average of 12-13 
pints in the 24 hours. 
It was proposed to 
give her pituitrin 
treatment for this, 
but she prefers. to 
put up with a dis- 
ability to which she 
is now accustomed. 

As in the cases 
recorded by Gilmore 
(1925), Cigmolini 
(1929), Vampré 
(1930), Schiller and 
Chiara (1930), 
Rothnem (1930), 
and Sosman (1932), 
our case proved 
radiosensitive as far 
‘ as the local deposits 
Fic. 2—Radiogram of skull before radio-’ were concerned. The 
with somewhat, irrecuiar edges in Of pain in the 
centre of the frontal boneandextensive J@¥ and = the knee 
defects in left side of mandible. was rapid. Two 


DR. HILTON AND MR. EDEN: XANTHOMATOSIS OF THE SKELETON 


[JUNE 21, 1941 783 


weeks after the beginning of treatment the pain was already 
eased, and by the end of the treatment had disappeared. The 
repair of the bone, however, as shown by the X rays, was slow. 
It was 3 months ‘after treatment that the first change in the 
lesions in the skull and the mandible was noted. A slight 
clouding of the centre of the defect with the healing of the 
edges then appeared, but the defects were not completely filled 
in for a further 5months. The lesion 
in the femur showed an even slower 
response anatomically, the only evi- 
dence at the end of 8 months being 
a faint opacity in the previously 
rarefied areas. (Unfortunately no 
further radiograms of the femur 
could be taken to follow the healing 
of the lesion, because the patient 
left London on account of the war.) 
The slow anatomical response in 
adults has already been stressed by 
Sosman. He states that the amount 
of repair effected in 3 months in 
children’s bones takes at least 16 
months in adults. This slow response 
was also noted by Kellogg (1940) in 
his report of a case of a man aged 29, 
who received radiotherapy to mul- 
tiple defects in the skull ; 18 months 
elapsed before the involved areas were completely filled in. 
So far, in our patient, no fresh deposits have been observed. 


Fig. 3—Lesion in lower 
end of left femur. 


DISCUSSION 


Although this patient had been treated for many years 
for diabetes insipidus, owing to her age and the absence 
of exophthalmos or obvious bone tumours, the true 
wtiology of the condition had never apparently been 
considered. The disease in her case appears to have 
arisen much later in life than usual, and to have pursued 
a chronic course without danger to life. It is probable 
that her gingivitis was due to the disease in the jaws, and 
it is clear from the response to radiotherapy that the 
long-standing pain in the left knee also was caused by 
the lesions in the femur and tibia. We have found no 
report of repeated mi iage due to xanthomatosis, but 
in the absence of any other obvious cause it is possible 
that this too was a manifestation of her disease. 

Sufficient cases have now been reported to show that 
the Schiiller-Christian type of xanthomatosis of bones 
may occur in adults (Schiller and Chiari 1930, Sophian 
1930, Sosman 1932, Kartagener and Fischer 1932, Davi- 
son 1933, and Snapper 1938), i Sue it is difficult to be 
certain whether the disease has arisen late in life or per- 
sisted in a latent form from childhood. In some of these 
cases it has certainly pursued a benign and unobtrusive 
course, and the diagnosis has been unsuspected for 
many years; one of Sosman’s cases was a man of 55 
ge with 15 years’ history of diabetes insipidus. 

e have also recently observed an adult case in 
another hospital in which the diagnosis was only made 
after biopsy of a long-standing lesion in one of the 
long bones. 

The radiological changes in the long bones in the case 
under discussion did not resemble the usual description of 
the changes in the membrane bones of the skull, though the 
appearance of the lesions in the jaw and the frontal bone 
was characteristic, being clear-cut punched out circular 
defects without any surrounding bone reaction; the 
long-bone changes resembled the appearance of chronic 
osteomyelitis without sequestration, and showed a well- 
marked bony reaction. Hofer (1930) and Slauck and 
Donalies (1930) have also observed increased density of 
the bone in the vicinity of lesions in the long bones, and 
Chester (1930) recorded 2 cases of patients with xanthe- 
lasma of the eyelids associated with lipoid granulomatous 
infiltration of the long bones, causing a dense osteoplastic 
reaction. In other cases the bony reaction has been less 
marked, and the appearance has been that of osteitis 
fibrosa cystica (Heard, Schumacher and Gordon 1926, 
Snapper 1938, and Sophian 1930). 

In the anomalous forms of the disease, radi ographic 
interpretation may be difficult, and metabolic tests, such 
as that for hypercholesterolemia, are not always positive 
—as in this case. It therefore seems that the best 
method of confirming the diagnosis is by biopsy. 
Snapper (1938) has emphasised that this must be carried 
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out on a recent lesion, in order to demonstrate satis- 
factorily the lipoid granuloma. 

In view of the diabetes insipidus in this case, the true 
nature of which had been unsuspected for so long, we 
investigated afresh 3 other patients with idiopathic 
diabetes insipidus who were attending the outpatient 
department. In none of these was there any evidence 
of xanthomatosis in radiograms of the entire skeleton. 


SUMMARY 

A case of xanthomatosis of the skeleton (lipoidosis of 
the Schiller-Christian type) is described in a woman of 
37, who had been found 16 years before to have diabetes 
insipidus, the cause of which was not suspected until she 
developed a tumour of the jaw. The diagnosis was made 
by biopsy of this recent lesion in the mandible. 

There was no exophthalmos, and only one defect was 
found in the bones of the cranial vault. She had suffered 
from severe gingivitis and repeated miscarriage, and it is 
possible that both these disorders were caused by the 
disease. 

The lesions in the mandible and the frontal bone pro- 
duced clear-cut defects in the radiograms, and healed 
readily with X-ray therapy ; those in the long bones 
were more diffuse, gave rise to an osteoplastic reaction, 
and a year after treatment have shown @ response to 
treatment which is still very slight. The diabetes 
insipidus was unaffected by radiotherapy to the pituitary 
fossa. 

Xanthomatosis of the skeleton may occur in an adult 
form and without any of the clinical signs of the Schiller- 
Christian syndrome. The anomalous forms in which 
the long bones are affected are difficult to diagnose unless 
biopsy is carried out and the lipoid granuloma demon- 
strated. For these reasons many such cases may be 
missed. 


We are indebted to Mr. E. K. Martin, M.S., for permission 
to investigate and record this case. 
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A PELVIC HYDATID CYST 


By Epwarp L. Nicotson, M.B. Glasg., M.R.C.O.G. 
OBSTETRIC REGISTRAR AT THE ROYAL NORTHERN HOSPITAL, LONDON 


In view of the rarity of hydatid disease in this country 
the following case seems to merit publication. 


A married woman, aged 28, came to the outpatient depart- 
ment of the City General Hospital, Sheffield, in July, 1939, 
complaining of dragging pain in both iliac fosse, dating from 
the birth of her second child two years previously, incontin- 
ence of urine on straining, occasional dysuria and a feeling 
as if “ something were coming down.”” There was no dyspareu- 
nia and no intermenstrual discharge. The menses were 
regular every 28 days with scanty loss over two or three days. 
Since December, 1938, however, the loss had been more pro- 
fuse. There was no dysmenorrheea. Both her confinements 
had been normal, the elder child being aged six. Her health 
in the past had always been good. zat! . 

Abdominal examination revealed a midline cystic swelling 
just appearing above the symphysis pubis. On vaginal 
examination there was no prolapse of the vaginal walls, and 
the cervix was healthy. The uterus was thought to be small 
and retroverted, or at least pushed backwards by a midline 
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cystic swelling about the size of a grape-fruit. Neither ovary 
could be felt. A provisional diagnosis of ovarian cyst was 
made. An Aschheim-Zondek test was negative, but the 
hormone content of the urine was slightly higher than is 
usually found in the non-pregnant condition. 

On Aug. 1, 1939, under ether anesthesia, a further examina- 
tion was made. The uterus was now definitely made out to 
be of normal size and to be pushed backwards. The left ovary 
was easily palpable but the right could not be felt. The cystic 
swelling, midline in situation, was only movable within 
limits. It was soft in consistency and yielded a peculiar type 
of fluid thrill. In light of the findings it was thought that the 
cyst was growing from the right ovary. Laparotomy was 
now carried out through a midline subumbilical incision. 
The cyst was covered by adherent omentum. On separating 
the adhesions it was found that the uterus, ovaries, tubes and 
broad ligaments were all normal; the cyst appeared to be 
growing from the extraperitoneal tissue at the apex of the 
bladder. As the process of separating adhesions continued, 
an opening was made into a kind of capsule, through which an 
inner cyst slipped out into the pouch of Douglas. In appear- 
ance this cyst was not unlike a soft jelly-fish. It was removed 
from the pelvis without rupture. The outer capsule, through 
which the cyst had been extruded, was stripped off completely 


without difficulty, and it was then seen that the remains of. 


still another capsule persisted. The greater portion of this 
was excised but a small piece at the apex of the bladder was 
left in situ after ligation. Previously, careful searching with a 
probe had failed to demonstrate any opening into the bladder. 
Before closing the abdomen the liver and other abdominal 
viscera were carefully palpated, but no abnormalities could 
be detected. The abdomen was closed in layers without 
drainage. 

The structure removed consisted of a cyst and a complete 
but separated capsule, which on microscopic examination 
presented the typical appearance of the ectocyst of a hydatid 
eyst. The cyst itself contained clear fluid, with the following 
features: sp. gr. 1018; protein 0-05 g. per 100 c.cm.; uric 
acid 3-5 mg. per 100 c.cm.; sugar 0-08 g. per 100 c.cm. ; 
succinic acid present. A wet film showed the presence of fat 
droplets, cellular debris and the typical hooklets of Tenia 
echinococcus. On the day after operation the white-cell count 
was 15,000 per c.mm. (polymorphs 75%, eosinophils 2%). 

Convalescence was uneventful and the patient left hospital 
well on Aug. 23. A radiogram of the chest taken before her 
discharge showed no abnormality. 


Primary hydatid cysts in the pelvis are so rare that one 
hesitates to claim that this was one, in spite of the 
absence of gross signs in the abdomen or chest. When 
seen a month or two after operation, the patient was in 
good health, but no reply has been received to a more 
recent inquiry. 

We are all taught to remember hydatids when faced 
with cysts in the pelvis, but only when signs of the 
disease are present elsewhere is a correct preoperative 
diagnosis likely to be made. An interesting feature of 
this case, noted during the examination under anzsthesia 
but not appreciated until later, was a peculiar, soft, 
fluctuant thrill imparted to the hands during the bi- 
manual examination. No doubt this was the ‘‘ hydatid 
fremitus ”’ described in textbooks. 


I am indebted to Dr. James Clark, medical superintendent 
of the City General Hospital, Sheffield, for permission to 
publish this case; to Dr. W. J. Clancy, deputy superintend- 
ent, for his advice ; and to Dr. Hugo Droller and Dr. H. E. 
Harding for the pathological findings. 


FIRE WITHOUT SMOKE.—Some day dreams are 
nostalgic and begin like fairy stories ‘“‘ Once upon a 
time . . .’’; others are courageous and begin ‘after 
the war. ...’’ The Smoke Abatement Society are 
among those who are going in for planned dreaming. 
The spring issue of Smokeless Air contains the immediate 
statement of their views on smoke abatement in 
relation to reconstruction and development, and this 
interim memorandum has already been submitted to 
Lord Reith, minister of works and building, and 
Mr. Arthur Greenwood, minister without portfolio. 
‘* Business ’’ smoke, industrial smoke, and domestic 
smoke, the society affirm, may all be reduced, and in 
the near future we shall be offered an opportunity to 
abolish them. 
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A CASE OF HYSTERIA 
THEORY AND PRACTICE IN THE TWO WARS* 


By JoHn RickMAN, M.D. Camb. 
AN E.M.S. PSYCHIATRIST 


Goop fortune sometimes sends us a case which aptly 
illustrates some view of illness we are interested in ; 
occasionally we find one which enables us to make a 
brief historical review of our theories. Such is the case 
of a soldier of 28 who received superficial gunshot 
wounds of the right arm and leg on active service and 
thus incommoded made his way to the coast during the 
retreat, wandering about for five days unable to get 
treatment. After a few weeks in hospital he recovered 
from his wounds and went on sick-leave. On returning 
to his depot he developed a glove anzsthesia in the arm 
below the wound and hysterical paralysis. This con- 
dition continued for many months during which he was 
morose and dejected. When seen he had an evasive 
manner and spoke in clipped speech with ‘ Yes, sir.— 
No, sir.—I’ll answer any question you put, sir,’’ volun- 
teering no information. 

Viewed in terms of the last war’s psychopathology we 
would say that there was a break in the representation of 
the limb as an active thing in the mind, because, in 
the struggle between the impulse to duty and that of 
self-preservation (the fear of injury or of extinction in 
active service) self-preservation had won: he had no 
occasion to experience the fear while protected by his 
hysterical paralysis. Though it came on after leave and 
on return to duty, he was unaware of the relevance of 
this factor in its causation because—the symptom having 
solved it—he was now unconscious of the conflict in his 
mind. That he was an unstable fellow lends suppport to 
the view that the dissociative mechanism of escape from 
conflict is often found in those with some hereditary 
degeneration ; his evasive manner might be ascribed to 
a psychopathic disposition due to the same cause. The 
fact that he had seen active service in the Far East and 
only broke under the strain of the battle in Flanders 
also shows that even trained regulars can be pounded 
into dissociation if the threat to life be severe enough. 
Treatment would have followed within the framework 
of reference of the psychopathology. Since rest, 
massage and electricity had failed, his esprit de corps 
would have been stimulated, his sense of shame touched 
on, under hypnosis he might have been shown the limb 
in movement so that that break in the representation in 
the higher centres would have been bridged. It would 
be possible to extend the theoretical exposition with 
other views and evidence. This man of marriageable 
years roved through life single, refusing promotion so as 
to keep the equal camaraderie of his friends unspoiled 
by differences of rank. But self-love, heightened by 
danger and stimulated by the injury, awakened fears of 
other injuries and threats from the infantile past and 
pulled him away even from loyal companionship. 
Regression, once begun, ended in the focusing of all 
attention on the flaccid limb. “ It is all I can think 
about,” he said. It would not be discordant to common 
knowledge among psychopathologists to see in the help- 
less right arm both a symbol and a visitation of punish- 
ment. He is impotent to defend himself; guilt now 
contributes to the maintenance of the symptom since 
with it he must leave his companions, just as a sense 
of guilt must have contributed to its origin when he 
failed them on return to duty. And further by being 
thus incapacitated he stays in England. The regressive 
pull to home and security would tend to keep him ill 
for the duration.” 

Viewed clinically, yet other considerations pre ented 
themselves. It was observed that he nursed his arm, 
it was all he could think about, he stroked it and tried 
to make it warm (it was blue and cold). The clinical 
handling of the case was guided by the simplest of all 
rules in psychology but one that is commonly neglected 
—that when anyone just lets himself talk at random, 
whatever two things are mentioned (or even indicated 
by gesture) in close temporal association have also a 


* Read at a meeting of the medical section of the British Psycho- 
logical Seciety at Nottingham on April 19. 
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common link in meaning to the patient. It was soon 
clear, when he was got to talk, that the ‘‘ poor arm ”’ 
represented in his thoughts a person who was dead, and 
one for whom he would have given his right hand—his 
best companion in the dreary first winter of the war for 
whose sake he had refused promotion. He mourned 
his friend, who was killed in the action which also 
wounded him, and he nursed his own damaged self at 
one and the same time. When those two dreadful events 
happened his feelings for his friend were numbed, he 
paused a moment by his side (or he did desert him at the 
end? He could not bear to think of those times) and 
betook himself to the coast. When, on the basis of his 
own associations, it was pointed out to him that his 
mourning was being carried out within himself in the 
much nursed dead arm, he became resentful and said 
flatly that it was the doctor’s idea and not his own. 
The point was not argued since the links between two 
contiguous ideas are not necessarily conscious, and one 
cannot argue in any hope of a fruitful outcome with 
forces hidden by an active defence from the patient’s 
own consciousness ; but he was persuaded to speak often 
of his friend, and it was remarkable how his arm and 
his friend were linked in the associations of his mind. 
And as he thus spoke he began to tremble and showed 
signs of grief and need for sympathy, a contrast to his 
earlier suspicious and impervious politeness. No new 
memory was obtained, no removal of amnesia, only—but 
that was much—an increase in feeling. For a week or 
two he remained depressed and then took up his military 
interests again. His pleasure in small-arms drill, its 
briskness, those resounding right-hand slaps on the butt 
of his good rifle, proved a stimulus to recovery. In the 
hospital there was a system of *‘ para-military training ”’ 
in which military exercises, the equivalent, for soldier 
patients, of occupational therapy, were blended with 
psychiatric testing of the patient’s response to situations 
calling for various degrees of quickness, assertiveness, 
exertion and discipline. Under these conditions his 
improvement as a soldier could be watched with the 
same care as his progress as a patient. 

He had opportunity to resume his military interests 
from the moment he entered the hospital, but he did 
not do so until his mind was partly unburdened of its 
load of grief. He was shown no sympathy beyond that 
common to the professional relationship of doctor to 
patient. The change which occurred was not due to 
the mere provision of military drill or to any endeavour 
to win him over to better moral; such effort as was 
expended (adding all the interviews together they 
amounted to about an hour), was directed—following 
the lead given unwittingly by his own words and gestures 
—to disclosing to him the thoughts and feelings that: 
were hidden in his mind. When a connexion was made 
between his past experiences and his present existence, 
when he was enabled to bear the burden of his mental 
sufferings and see them in the context of his still develop- 
ing emotional life, then and not till then could he resume 
interest in his environment, look into the future, become 
accessible to the feeling of pride in military accomplish- 
ment, and make friendly contact with his fellows on 
equal terms. 

It will be remembered that he quickly recovered from 
his physical injury and fell ill of his hysterical paralysis 
on return to his depot. Here the sight of familiar faces 
awakened in his mind the memory of those he had lost 
in battle. Perhaps the disturbance and dissociation 
came not so much from the fear of injury but from the 
tension of mind due to this unassimilated experience of 
death, though it was not his first bereavement. When 
he had begun to adjust his feelings to the loss of a loved 
person his soldiering could be resumed, and he could 
face danger to himself and valued friends again. 


THEN AND NOW 


The contrast in psychiatric theory between the two 
wars rests principally in the views taken of the emotional 
aspect of the patient’s mental life. In the last war the 
important consideration was the conflict of instincts : 
those of self-preservation versus those of the herd (social 
attitude and duty to others). There is almost no mention 
of grief, mourning and depression in the psychiatric 
literature of the last war. In this war attention is 
directed to the kind of emotional bond existing in the 
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patient’s mind to objects (people) in whom he is interested, 
and to those representations of instinct (which we call 
phantasies) in the more primitive, but none the less 
important, levels of the mind which are not conscious. 
We do not see the conflict in abstract terms of instinct 
but in terms of concrete object relationships, historically 
determined for each individual by his past experiences, 
including his phantasies. These experiences affect his 
capacity to adjust himself to the changing conditions of 
his present life. The case quoted illustrates only one of 
the many aspects and causes of mental illness in war, 
and so may seem to over-emphasise it. 

There is also a contrast in practice. We now assume 
that since the causes of the trouble are to be found not 
at one moment or phase of his life history only but 
throughout his development, our therapy must aim at 
presenting that development to the patient himself as 
it has been revealed to us in his anamnesis and his 
associations. Probably in the last war the link in 
meaning between contiguous associations was generally 
regarded, in theory, as a valid basis in investigation, 
but it was commonly neglected in clinical work ; in this 
war we find our psychiatric experience enriched when 
we pay attention to this simple guide to therapy and 
research. But if we ascribe the change in theory and 
practice chiefly to the good use made by psycho- 
pathologists of the association rule, we must not overlook 
additions to knowledge made in other fields of psychiatric 
research. 


LOCAL CONCENTRATION OF 
SULPHONAMIDE COMPOUNDS INSERTED 
INTO WOUNDS 


By FRANK HAwWEING, D.M. Oxfd 


(From the National Institute for Medical Research, 
Hampstead) 

THE insertion of sulphonamide compounds into wounds 
in order to control bacterial infection seems likely to 
become more widely practised in the future. This 
paper describes an investigation of the concentration 
of these compounds (a) in the wound cavity adjacent 
to the drug deposit, (b) in the distal parts of the wound 
cavity, and (c) in the living and dead tissue forming 
the sides of the wounds. 


MAXIMUM CONCENTRATION IN WOUND /LUIDS 

The maximum concentration of sulphonamide, which 
would occur in a wound immediately adjacent to the 
drug inserted into the cavity, will depend on the solu- 
bility of the substance in the wound fluids. Since these 
are albuminous, the solubility in them will presumably 
approximate to that in serum, although in some wounds 
the reaction may be more acid. Sulphanilamide and 
sulphanilylguanidine dissolve readily in water (solu- 
bility 1500 and 220 mg. per 100 ml. respectively at 37° C., 
Marshall et al. 1940), so they may be assumed to dissolve 
readily in most body fluids. No published figures could 
be found dealing with sulphapyridine and sulphathiazole 
and albuminous fluids; consequently determinations 
were made of the solubility of these compounds and of 
sulphadiazine in serum and in bicarbonate-free Locke’s 
solution.* Each compound was shaken up with the 
medium for many hours in a tube which was corked to 
prevent loss of carbon dioxide. The supernatant fluid 
was filtered through paper and dilutions were made in 
the hot room to prevent precipitation by cooling. 
The serum was freshly prepared rabbit serum and the 
Locke’s solution contained NaCl 9 g., KCl 0-2 g., CaCl, 
0-2 ¢., water 1 litre. The concentration of sulphonamide 
was determined by the method of Marshall and Litch- 
field (1938). Table 1 gives the results (average of 3 
determinations). The figures for the solubility of 
sulphapyridine and sulphathiazole in Locke’s solution at 
36° C. are in approximate agreement with those recorded 
by other writers, and the figure for sulphadiazine in 
rabbit serum corresponds to that given by Feinstone 
and others (1940) for horse serum (107 mg. per 100 ml.). 
* The bicarbonate-free Locke’s solution used had a pH of 6-8; 
when sodium bicarbonate, 0-15 g. per litre, was added, the 

pH was 7-6. Both solutions became somewhat more acid 


when saturated with sulphonamide compounds. The figures 
for solubility in the two cases are approximately the same. 
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In a previous article (Hawking 1941) it was shown that 
when 0-2 g. of the compound is inserted into an experi- 
mental wound in a guineapig’s thigh, sulphanilamide 
(solubility in saline at 37° shout 1500 mg. per 100 ml.), 
is absorbed and disappears in less than 24 hours; 
sulphapyridine (solubility in saline at 37° C. 42 mg. per 


TABLE I-——-SOLUBILITY OF SULPHONAMIDE COMPOUNDS 


Solubility (mg. per 100 ml.) 


Sulphapyridine | Sulphathiazole | Sulphadiazine 
Serum, 36°C. .. 61 184 124 
Locke’s 36°C... 41 91 18 
Locke’s 17°C... 17 36 78 


| 


100 ml.) persists for 7-10 days, while sulphathiazole 
(solubility in saline at 37° C. 104 mg. per 100 ml.) persists 
for about 4-5 days. Judging by the present figures 
obtained for the solubilities in serum, the maximum con- 
centration of these compounds in the guineapig wounds 
will have been higher than was previously assumed 
when conclusions were based on their solubilities in 
saline. Probably the optimum combination of high 
concentration plus sufficient duration is yielded by 
sulphathiazole. In one human wound, a suppurating 
sinus packed with gauze plus 2-5-5 g. of sulphanilamide 
every two days, the concentration in the pus taken in 
bulk was about 48 mg. per 100 ml. after 24 hours, and 
about 10 mg. per 100 ml. after 48 hours. 


CONCENTRATION IN DISTAL PARTS OF A WOUND 


To study the concentration of sulphonamide com- 
pounds in the parts of a wound distal to the drug-deposit, 
the following technique was adopted. 

Under complete anesthesia a tubular wound was made 
beneath the skin of the back of a rat, having two openings 
to the surface, about 8 cm. apart. Inside one end was placed 
a moist swab impregnated with 0-2 g. sulphonamide com- 
pound, in the middle was placed a swab to act as a barrier, 
and inside the opposite end was placed a swab for the purpose 
of sampling. The two ends of the wound were then closed by 
sutures. The swabs consisted of gauze 15 x 4 cm., and they 
were moistened in bicarbonate-free Locke’s solution. The 
animals were killed at various intervals, the sampling swab 
was removed, and the concentration of sulphonamide in it 
was estimated chemically. 


The results of these experiments are given in fig. 1, 
in which each point represents the average of three 
experiments. Naturally the figures obtained were 
somewhat irregular and the curves shown have only an 
approximate value. Sulphanilamide produces a con- 
centration of about 
50 mg. per 100 ml. 
at the other end 
of the wound in 
less than 2 hours ; 
sulphathiazole and 
sulphanilylguani- 
dine produce a con- 
centration of 14-25 
mg. per 100 ml. in 
2-6 hours, while 
sulphapyridine 
never produces a 
concentration 
higher than about 
5 mg. per 100 ml. 
even after 24 hours. 
Sulphadiazine pro- 
duces a low concen- 
tration (3-6 mg. per 
100 ml.) in two 
hours, which rises 
to10 mg. at 6 hours, 


CONCENTRATION (mg. per /00 ccm.) 


at which level it is — 

maintained for 24 1, Sulphapyridine 

hours. Presumably 0 

this difference in 24 
HOURS 


the rates of spread 
is due to the differ- 
ing solubilities of 


Fie. 1—Concentration of sulphonamide at 
lower end of a wound after insertion of 
the compound into the upper end. 


— 
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Fic. 2—Concentration of sulphonamide outside the abdominal 
wall overlying an intraperitoneal deposit of the compound. 
A, When the abdominal wall is dead. B, When the abdominal 
wall is alive with an active circulation. 


the five compounds. The diminution of concentration 
at 24 hours will be due to the absorption into the general 
circulation and excretion. ' 

A chance occurred to make similar observations on a 
human wound in which there was a long suppurating 
sinus under the skin, with two openings to the surface 
about 15 cm. apart. The upper one was packed with 
plain gauze and the lower one with gauze impregnated 
with sulphathiazole ; 24 hours later, the pus on the 
upper piece of gauze contained sulphathiazole 6-3 mg. 
per 100 ml. 


CONCENTRATION IN TISSUES AROUND A WOUND 


To study the concentration in the tissues around a 
wound, a swab impregnated with sulphonamide was 
placed in the peritoneal cavity against the lateral 
abdominal wall, the cavity being approached under full 
anesthesia through a midline incision. A second incision 
was made in the skin of the back, and a swab for sampling 
was pushed round under the skin so as to lie outside the 
abdominal wall just over the swab with the sulphonamide. 
In the animal used, the rat, the thickness of tissue 
between these two swabs was 2-3 mm. The openings 
of the two wounds were much too far apart for any 
direct leakage to occur from one to the other. A third 
swab was placed under the skin of the shoulder to act 
as control and to sample the level of sulphonamide in the 
body asa whole. All wounds were closely sutured. The 
swabs were moistened with Locke’s solution as before. 
The intraperitoneal swabs contained 0-3 g. of the com- 
pound (in the live series, the quantity of sulphapyridine 
or of sulphathiazole was 0-4 g.). After various periods, 
the animals were killed, the wounds were reopened, the 
swabs were removed and the concentration of sulphon- 
amide in the second and third swabs was estimated. 

When the experiment was performed on dead animals, 
to test the diffusion of the compounds across a sheet of 
tissue without circulation, the results obtained are as 
shown in fig. 2, which gives the concentration of com- 
pound in the extra-abdominal swabs (average of 3 
experiments), the concentration in the control swabs 
being negligible. These concentrations show the amount 
of compound which had diffused from the surface of the 
intraperitoneal swab, through a sheet of tissue approxim- 
ately 6 sq. cm. in area and 2-3 mm. thick, and into the 
extra-abdominal swab, which usually contained about 
2 c.cm. of fluid. It is seen that during the first six hours 
the amount which had diffused across was small, but 
after 24 hours the concentration of sulphanilamide out- 
side the abdominal wall was 26 mg. per 100 ml. while 
that of sulphapyridine and sulphathiazole was slightly 
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over 3 mg. per 100 ml., the curves for these two com- 
pounds being practically identical. Apparently the 
penetration of sulphonamide compounds into dead tissue 
is slow, especially in the case of sulphapyridine and 
sulphathiazole. 

When the same experiment was performed on live 
animals, so that the diffusion oce across an abdo- 
minal wall with an active circulation, the results were 
quite different. In these animals the concentration in 
the extra-abdominal swab was never appreciably greater 
than it was in the control swab. Table 11 shows the 
results obtained with sulphanilamide; with sulpha- 
pyridine and sulphathiazole there was the same equality 
between the sample and the controlswabs. Ina previous 
paper (Hawking 1941) figures were quoted to show that 
sulphanilamide does not diffuse locally from a wound 
in rabbit muscle for more than 1-2 cm. The present 
experiments, using more effective methods to prevent 
leakage along fascial planes, indicate that the distance 
penetrated by local diffusion is not more than 2-3 mm. 
Presumably, when the compound begins to diffuse 
through living tissue, it soon meets a blood capillary and 
is swept away into the general circulation. The concen- 
tration occurring in the extra-abdominal swabs for the 
three compounds at the various times are shown in 
fig. 2B; these concentrations represent the level in the 
body as a whole: Comparison with fig. 24 shows that 
tissue with an active circulation can usually be reached 
by the compound much more rapidly via the general 

ood-stream than it can by diffusion from an adjacent 
deposit. 


TABLE II-—-CONCENTRATION OF SULPHANILAMIDE OUTSIDE 
THE ABDOMINAL WALL OVERLYING AN INTRAPERITONEAL 
DEPOSIT OF SULPHANILAMIDE, COMPARED WITH THB 
CONCENTRATION IN A CONTROL SITE ELSEWHERE 


Concentration * (mg. per 100 ml.) 


Time (hr.) “Outside abdominal 
wall Control 
2 15:7 19°38 
30-2 
24 11-7 13-4 


* Figures are the averages of 3 experiments. 


DISCUSSION ; 


The results indicate that sulphanilamide will travel 
quickly from one part of a wound cavity to another, and 
that it will diffuse slowly through dead tissue, but that its 
local penetration into tissue with an active circulation 
does not extend more than two or three millimetres. 
The other compounds studied produce lower concentra- 
tions in the distal parts of a wound, the order of diminu- 
tion being sulphathiazole, sulphanilylguanidine, sulpha- 
diazine and sulphapyridine. Both sulphathiazole and 
sulphapyridine diffuse through dead tissue only at a 
slow rate, and both resemble sulphanilamide in their 
restricted penetration into tissue with an _ intact 
circulation. 

The practical conclusions to be drawn from this work, 
as regards the insertion of these compounds into wounds, 
are (1) that sulphanilamide will probably travel from the 
central cavity of the wound down into the crevices, 
although it will be advisable when dressing the wound to 
distribute the drug into all the prolongations of the wound 
as thoroughly as is surgically possible ; (2) that sulphanil- 
amide will slowly penetrate into fragments of dead tissue 
lying in the wound and will reach the germs there ; (3) 
that by local action it will not penetrate far into tissue 
with intact circulation, such tissue being reached more 
quickly and more effectively by oral or intravenous 
administration. 

When considering which is the best compound to use, 
sulphanilamide has the advantages of cheapness; of high 
local concentration (maximum about 1500 mg. per 100 
ml.) and of greater powers of penetration and diffusi- 
bility, but the disadvantages of rapid disappearance from 
the wound and of lower bacteriostatic activity against 
many of the organisms which may be present. Sulpha- 
thiazole persists for a longer period in the wound and its 
bacteriostatic activity is much higher than that of 
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sulphanilamide, but it has the Senbeeetenn of expen- 
siveness, of lower concentration (maximum about 
180 mg. per 100 ml.) and lower diffusibility. Sulpha- 
pyridine possesses no advantage compared with sulpha- 
thiazole, but has the disadvantages of producing still 
lower concentrations (max. about 60 mg. per 100 ml.) 
and of persisting in a wound so long that it might act 
as a foreign body ; consequently sulphapyridine may be 
considered less suitable than the other compounds for 
the local treatment of wounds. Sulphanilylguanidine 
and sulphadiazine have been introduced too recently for 
full information to be available concerning them ; but 
there is little indication at present that they would be 
any more suitable for local therapy than sulphanilamide 
or sulphathiazole. Probably sulphanilamide will be the 
compound most widely used, but it might be advanta- 
geous to reinforce it by mixing it with 10-50% of 
sulphathiazole, the actual proportions depending on 
practical experience and considerations of economy. 

Parallel with the above work, a study has been made on 
the diffusion of these compounds through agar and gela- 
tine gels. The detailed results will be published else- 
where (Quart. J. Pharm.) but a brief mention is made 
here for completeness. 


The distance travelled is roughly proportional to the square 
rootofthe time. Thus when a saturated solution of sulphanil- 
amide is placed in contact with one end of a tube of 2% agar 
in bicarbonate-free Locke’s solution, containing 0-25% of 
concentrated hydrochloric acid and 0-02% dimethylamino- 
benzaldehyde, at 35° C., the distance travelled to produce a 
concentration of approximately 1: 100,000 is about 1 em. in 
1 hour, 4-4 em. in 24 hours and 8-2 em. in 96 hours. The 
corresponding distances for sulphapyridine are 0-4, 2-4 and 
5-2 em. respectively, for sulphathiazole 0-5, 2-7 and 6 em., for 
sulphanily Iguanidine 0-6, 3-2, and 6-3 cm. and for sulpha- 
diazine (approximately) 0-15, 1-7, and 3-9 cm. When a 
saturated solution of a sulphonamide compound is placed in 
contact with one end of a gelatin cylinder (15% in bicar- 
bonate-free Locke’s solution) at 15° C., the logarithm of the 
concentration of the compound in the gelatin is directly 
proportional to the distance from the interface. In the case 
of sulphanilamide, the concentration after 24 hours is approxi- 
mately 40 mg. per 100 ml. at 1 em. and 2 mg. per 100 ml. at 
2em. The concentration of sulphapyridine, at | cm. distance, 
is about 1-1 mg. per 100 ml., that of sulphathiazole about 2-3 
mg., that of sulphanilylguanidine about 2-6 mg. and that of 
sulphadiazine about 0-4 mg. per 100 ml. 


These figures indicate the degree to which the action 
of a local application of each of these compounds is 
limited to the immediate vicinity of the wound-cavity. 


SUMMARY 

The solubility of sulphanilamide in water at 37° C. 
is 1500 mg. per 100 ml. and that of sulphanilylguanidine 
isj220 mg. (Marshall et al. 1940). The solubility of sulpha- 
pyridine in serum at 36° C. is about 60 mg. per 100 
ml., that of sulphathiazole about 180 mg., and that of 
sulphadiazine about 120 mg. Presumably these figures 
provide an approximate estimate of the maximum con- 
centrations which can occur in a wound treated by the 
local application of these compounds. 

When the compounds were placed at one end of an 
experimental wound, sulphanilamide produced a high 
concentration at the distal end in less than 2 hours, 
sulphathiazole and sulphanilylguanidine produced a 
fairly high concentration in 2—6 hours, sulphapyridine 
produced only a low concentration even in 24 hours, 
while sulphadiazine produced a moderate concentration 
in 6-24 hours. 

Sulphanilamide diffused slowly through a sheet of 
dead tissue 3 mm. thick, and in 24 hours it produced a 
concentration on the other side of about 26 mg. per 
100 ml.; sulphathiazole and sulphapyridine passed 
through more slowly and produced only a low concentra- 
tion (8 mg.) after 24 hours. Studies were also made of 
the diffusion of these compounds in vitro. 

If the sheet of tissue with which the compounds are in 
contact is alive, with an active circulation, the concentra- 
tion on the opposite side of the sheet is never greater than 
it is in the body as a whole. 

From these experimental results it is concluded that if 
a sulphonamide compound is placed in the central cavity 
of a wound it will pass outwards into the prolongations 
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of the nny, ant it will slowly diffuse into dead tissue, 
but it will not penetrate more than a few millimetres into 
tissue with an intact circulation ; such tissue is reached 
more quickly and more effectively by oral administration. 
Sulphanilamide is the most penetrating of the compounds 
studied, sulphathiazole penetrates moderately and sulpha- 
pyridine penetrates least. 


Grateful acknowledgments are due to Colonel Leonard 
Colebrook, Messrs. Burroughs Wellcome Ltd. and Messrs. 
May and Baker Ltd. for the supply of the compounds, and 
to Miss M. Kuck for technical assistance. 
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HAIR-LINE SUTURING IN CASUALTY WORK 


By JoHn Gorpon, M.R.C.S. 
SENIOR HOUSE-SURGEON AT THE ROYAL WEST SUSSEX HOSPITAL, 
CHICHESTER 


MANY psychological conditions, particularly the depres- 
sions, are due to some unsightly scar or defect of the face 
of the patient. Some of these are due to accidents in 
youth, which, had they been treated correctly, would 
not have resulted in a deformity. By using eyeless 
needles and fine suturing materials it has been found 
possible to sew up a considerable number of these wounds 
in such a way that a fine hair-line sear results. There 

re, however, some conditions in which the use of such 
a method is contra-indicated. For example, the wound 
must not be a laceration but an incised wound, straight 
or curved. If the wound is likely to be contaminated, it 
is unlikely to heal by primary union, and is therefore 
unsuitable. If the bleeding is such that catgut has to be 
buried in the superficial part of the wound, or if there 
is any pathological skin condition around the wound 
the method cannot be used. 

Instruments should be small and easy to handle, and 
I have been using the following : 


Asmall needle-holder. I find the Daulat-Ram (Down Bros.) 
trachoma needle-holder effective. 

A pair of 44 in. Felchenfelds splinter forceps (Holborn 
Instrument Co.). 

A tube of Thackray’s Plastasute suturing material (silk- 
worm on a curved No. 3 cutting needle). 

A pair of fine-pointed anatomical dissecting scissors for the 
removal of the stitches. 


The stitches are placed about 2 mm. apart, so that in a 
wound 1 cm. long about five laps of a continuous suture 
will be required. The use of a continuous suture is 
quicker, more hemostatic and more economical, especi- 
ally where long or multiple wounds are being treated ; 
and although this does not allow for the escape of pus 
no pus should be present for potentially infected wounds 
should not be treated in this way. The first stitch 
should be a superficial one at the end of the wound, and 
should be tied in a surgeon’s knot as in an ordinary 
continuous suture. The other stitches should combine 
the effect of a superficial and a deep tension stitch, and 
should enter and leave the skin about 1 mm. from the 
wound. These stitches should be left loose until all the 
sutures have been put in, and then should be pulled 
tight one by one in order to get correct apposition of the 
skin edges ; the final stitch is then tied. 

A gauze and collodion dressing is suitable for most 
adults, although in children it is safer to cover this 
dressing with a layer of Elastoplast so that the dressing 
cannot be pulled off and the wound become infected, as 
often happens with the hospital class of patient. Nurses 
complain that collodion makes the removal of the 
stitches difficult, but dabbing the dressing with alcohol, 
(not ether) soon releases it from the wound and the 
stitches can then be removed. The stitches should be 


taken out after 48-60 hours by cutting each lap separ- 
ately and removing it as though it were a single stitch. 
An elastoplast dressing is then applied in the following 
way: asmall piece of gauze is put over the wound, and 
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a piece of elastoplast put on leaving a loose *‘ hump ” 
over the actual scar area; the two adhesive surfaces of 
the plaster should then be squeezed together in order to 
exert traction on the skin edges and so prevent bursting 
of the wound. A further piece of plaster is then put over 
the whole. The wound should be united in about a 
week. When the first dressing is removed a layer of 
pus is usually found lying over the wound. Although 
on culture this usually gives a pure growth of Staphylo- 
coccus aureus it does not interfere with the healing of 
the wound. It is always present when a collodion 
dressing is used in my experience. 

A series of 12 suitable consecutive patients (6 children 
and 6 adults) were treated in the casualty department 
of Guy’s Hospital, and the results were as follows : 

The wounds became infected in 3: 2 children who pulled 
the dressing off, and 1 adult whose lip had been sutured and im 
whom the food and saliva had caused a secondary infection. 

In the only case in which catgut had been used to tie off 
a bleeding point a stitch abscess developed, but this soon 
healed leaving a small scar. 

The other 8 cases healed by first intention leaving hair-line 
scars, which were invisible unless the area was closely 
examined. 

I had intended to see all cases two months after 
treatment, and although all the cases were written for 
several were not able to be traced, particularly the 
children ; I imagine they must have been evacuated. 
My results on the whole have been assessed on the 
condition of the patient on discharge. 


Medical Societies 


FACULTY OF RADIOLOGISTS 


AT a meeting of the Diagnostic Section on May’ 23, 
with Dr. E. RoHAN WILLIAMS, the vice-president, in the 
chair, a discussion on 


Gastritis and Duodenitis 


was opened by Dr. F. R. BERRIDGE. From the madie- 
logical aspect, he said, it is essential to confine the term 
gastritis to appearances which have been proved by 
morbid histology to be due to inflammation. The radio- 
logical study of gastritis has been discredited because 
the functional formation of the mucosal folds in the 
stomach has not been appreciated. The modern 
conception of this fold formation is derived from the 
researches of Forssell. He holds that the mucous 
membrane is a plastic organ without any permanent 
folds, but has its own autonomic motility mechanism by 
means of which it can model its folds, in response to the 
stimulus of food, into the form best suited to meet the 
needs of digestion. The mechanism by which folds are 
formed is twofold—the autonomic activity of the 
muscularis mucosze and the varying vascularity of the 
mucosa and submucosa. In every animal species there 
is a characteristic arrangement of the folds in the empty 
stomach, though this basic pattern varies in individuals 
of the same species and may show small variations in the 
same individual. Forssell terms this the resting relief 
of the mucosa in contradistinction to the working form 
of the relief which varies locally according to the require- 
ments of digestion. It is essentially with the relief of 
the resting stomach that the question of gastritis has to 
be considered. Not only do the folds form a typical 
pattern but they have certain characteristics which can 
be recognised under the X rays. The normal mucosal 
folds are regular in direction and outline and have a 
uniform thickness. They are soft and mobile, and can be 
deformed and obliterated by stretching or pressure. In 
gastritis, the autoplastic of the mucous membrane is 
influenced according to the degree of inflammation 
present. Mild degrees of inflammation stimulate the 
autoplastic ; severe degrees depress it. These changes 
are reflected in the fold formation and in the characters 
of the folds as revealed by the X ray. In the milder 
degrees of gastritis the stimulation of the autoplastic 
results in swelling and broadening of the mucosal folds, 
so that there is a coarsening of the relief pattern. There 
is also a stiffening of the folds which are not so easily 
stretched and are less easily deformed and obliterated by 
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pressure. As the inflammatory changes progress these 
alterations become more obvious. The folds become 
broader, more swollen and fewer, and their continuity is 
broken. With more severe degrees of inflammation the 
autoplastic becomes increasingly depressed, as shown by 
the inability to reproduce the normal resting form of the 
relief. In its place there are haphazard elevations of the 
mucosa in the contracted organ. In chronic hyperplastic 
verrucose gastritis constant polypoid formations are 
encountered on the mucosal surface. Other recognisable 
changes in gastritis are the blurring of the relief by hyper- 
secretion, the presence of mucus which may fill the valleys 
between the folds, preventing the barium from adhering 
to the inner surface of the stomach and causing the 
opaque meal to clump in masses. Dr. Berridge con- 
cluded that it is possible to recognise a gastritis radio- 
logically, but, with the exception of the chronic verrucose 
type, impossible to state the type. Large and small 
folds cannot be explained on the basis of hypertrophy 
and atrophy. The state of the submucosa is fundamental 
in determining the character of the mucosal relief. 
The fold formation is a reflection of the condition of the 
submucosa and not an index of thickness of the mucous 
membrane. 

Dr. JAMES Dow said that the diagnosis of gastritis is 
becoming commoner after many years of disfavour. 
This is the result of gastroscopiec observation and a 
newly awakened radiological interest. Gastroscopists 
do not agree entirely with pathologists on the appear- 
ance of the inflamed stomach, but the types of gastritis 
seen by gastroscopists, and originally described by 
Schindler, are definite and clear cut. There are probably 
many explanations why the “ antral gastritis ’’ of the 
histologists is not seen by gastroscopists. Acute gastritis 
is rarely seen through the gastroscope. Chronic gastritis 
is the commonest finding and is seen in almost half the 
stomachs examined. Three main groups of this condi- 
tion are described :— 


1. Chronic superficial gastritis. 
2. Chronic atrophic gastritis. 
3. Chronic hypertrophic gastritis. 


Whether these types are stages of one disease or separate 
entities is unknown. There is undoubtedly some 
relationship between superficial gastritis and atrophic 
gastritis; the position of hypertrophic gastritis is 
obscure. Radiologists and gastroscopists are not in 
complete accord about the appearances of gastritis. 
Schindler and Henning have shown that the radiological 
diagnosis of gastritis on the basis of the size of the folds 
of the stomach is unreliable. There are many reasons for 
discrepancy as gastroscopists and radiologists are 
examining the stomach from a totally different point of 
view. Dr. Dow has recently gastroscoped a group of 
patients who were previously diagnosed radiologically as 
suffering from gastritis. About three-quarters of these 
cases had gastritis from a gastroscopic point of view. 
More than half had chronic superficial gastritis and the 
remainder hypertrophic gastritis of varying degrees of 
severity. No case of atrophic gastritis was seen. Ina 
large group of patients with gastric symptoms and 
without ulcers or growths the accurate diagnosis of 
gastritis is the first step towards successful treatment. 

Dr. G. MATHER CORDINER, speaking of the radio- 
logical diagnosis of duodenitis, said that many clinicians 
are still sceptical of the existence of chronic duodenitis 
as a distinct clinical entity and still more sceptical of its 
radiological diagnosis. The work of Judd and Nagel, 
McCarthy, Konjetzny and Garry among others proved 
conclusively that chronic duodenitis does exist as a 
separate lesion. The fadiologist is handicapped by 
being unable to obtain histological confirmation of many 
of the appearances which he interprets as duodenitis, 
because only’ a small proportion of these cases come to 
operation and few to autopsy. Further, the duodenum 
is beyond the range of the gastroscope. Nevertheless, 
gastroscopy can be of great assistance. The radio- 
graphic appearances in duodenitis are similar to those 
seen in the stomach in gastritis. It is logical therefore 
to correlate the radiographic appearances of the duodenal 
mucosa in duodenitis with the gastroscopic appearances 
of radiologically controlled cases of gastritis. The 
normal duodenal mucosa shows a typical arrangement of 
its folds. They are longitudinally arranged, regular in 
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direction and uniform in thickness, soft, mobile, pliable, 
and easily deformed and obliterated by pressure. The 
changes which can be. recognised radiographically in 
duodenitis consist of variations in the stickiness of the 
mucosal surface for the opaque medium ; changes in the 
calibre and number of the folds; alterations in the 
mucosal pattern ; and changes in the consistency of the 
folds. The normal mucosa appears radiographically 
to be a dry surface to which the opaque medium adheres 
uniformly. In duodenitis the degree of stickiness 
depends on the fibrinous content of the inflammatory 
exudate. The stickiness is diminished in the more 
recent forms of the disease and increased in the older and 
more chronic ones. The inflammatory exudate often 
causes a veiling of the mucosal surface. One of the most 
characteristic findings is a broadening and swelling of the 
mucosal folds, usually accompanied by a diminution in 
their number. Broadening and swelling of the folds is 
not characteristic of duodenitis unless accompanied by 
changes in their consistency. The folds show diminished 
mobility and are stiffened so that they are less easily 
deformed by pressure. In very chronic cases the folds 
appear to be quite rigid structures. A common finding 
is the presence of irregular, swollen and stiffened trans- 
verse folds which seem to push apart the main folds. 
The variations in the mucosal pattern in duodenitis are 
numerous but these abnormal patterns are not met with 
in asymptomatic and subjects. 


Reviews of Books 


Gynecological Operations 


By J. Lyte Cameron, M.D. Manitoba, F.R.C.S., F.A.C.S., 

M.R.C.O.G., senior gynecological surgeon, Royal Waterloo 

Hospital, London. London: Humphrey Milford, Oxford 

University Press. Pp. 200. 21s. 

Ir is always difficult to write a theoretical guide to 
practical procedures, but this book gives clear instruc- 
tions to the inexperienced gynecological surgeon. Mr. 
Lyle Cameron is necessarily dogmatic, but when the 
student of this book has gained confidence, using the 
methods described, he will no doubt vary the techniques, 
and eventually evolve methods of his own like every 
other senior surgeon. Most gynzcological operations are 
not urgent, and a timely warning is given, on the first 

age, that the patient should be kept in bed for 24 hours 

efore operation, while the general health is investigated. 
A paragraph on dressings and after-treatment follows 
the account of each procedure. The dangers of different 
operations are noted and the methods for avoiding them, 
or for dealing with them if they arise. Indications for 
operation are given in some cases; here the young 
surgeon does not need clear-cut instructions so urgently 
as he does on points of technique, and variations in 
opinion might well have been included. Much attention 
is given to operations on the cervix and uterus under- 
taken by the vaginal route. Gynecological operations 
are probably performed more often than any other 
abdominal operation with the exception of appendicec- 
tomy, as the author points out, and they have played an 
important part in the development of abdominal surgery, 
since section for large ovarian cyst was among the 
earliest of all operations in pre-anzsthetic and pre- 
antiseptic days. With the development of antisepsis and 
asepsis, access to the abdominal cavity per vaginam fell 
into disfavour, as being both restricted and necessarily 
infected. Now, however, the use of the vaginal approach 
in certain cases is again being recognised, and five 
different operations for the pemoval of uterus and 
adnexa are described in this book. 


Textbook of Gynecology 


(3rd ed.) By Witrrep Saw, M.D. Camb., F.R.C.S., 

F.R.C.0.G. London: J. and A. Churchill. Pp. 610. 21s. 

THIS is now one of the most popular textbooks of 
gynzcology used by medical students up for their finals ; 
a third edition has given Mr. Wilfred Shaw an oppor- 
tunity to rewrite the text and bring it up to date by the 
introduction of chapters on endocrine treatment in 
gynecology and on the new chemotherapy. The opening 
chapters on the anatomy and physiology of the female 
genitalia are examples of lucid writing, and first-class 
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illustrations and diagrams drive home the main points. 
But the book excels in pathology, notably that of the 
ovaries, and for this reason will appeal to others besides 
the students for whom it was written. There is quite 
enough in the book to pilot an intelligent reader through 
the M.R.C.O.G. examination and even through the M.D. 
Practitioners will find it useful for reference, and to 
registrars and first assistants, on whom much of the 
task of instructing the students falls, it will be a lesson 


in teaching. The text is in large print, easily read at 
night. 


Experimental Physiology for Medical Students 


(3rd ed.) By D. T. Harris, M.D. Mane., D.Se. Lond., 
F.Inst.P. London: J. and A. Churchill. Pp. 292. 15s. 


Most laboratories in this country have a programme 
of exercises in physiology to which they adhere, and 
which they sometimes publish with illustrations, in 
book form. Professor Harris’s book has a wider scope, 
and samples of at least two practical courses which are 
based on it are given in the introduction. Representa- 
tives of various schools have contributed experiments 
so as to increase the ground covered. The book is 
copiously illustrated with line drawings, tracings and 
pictures of apparatus, and is therefore immensely 
valuable to the student for use in conjunction with his 
theoretical textbook, whether or not the laboratory in 
which he works has its own independent set of exercises. 
Many methods and pieces of apparatus are illustrated 
which the student has no opportunity of seeing, and it is 
important to him to have some idea of how such things 
work, whether he is able to use them himself or not. A 
set of exercises in pharmacology is included. 


Modern Treatment Year Book 1941 


Edited by Cecit P. G. Waketey, D.Se., F.R.C.S. London: 
Bailliére, Tindall and Cox. Pp. 326. 12s. 6d. 


In the wide range of subjects, the suitable choice of 
contributors, and the conviction and reasoning of its 
advice, this annual of diagnosis and treatment maintains 
the high standard of usefulness for the practitioner which 
it attained before the war. Now, as the editor points 
out, it should be of greater value, because so many of our 
profession are cut off from the normal contacts that cater 
for mutual discussion and medical refreshment. Twelve 
additional articles on war-time surgery and medicine are 
included; at present, accounts of acute conditions may 
be more appreciated by civil doctors in bombed areas, 
while doctors in the forces will find that. the more 
homely articles on constipation and flat feet meet their 
daily needs. But there is something for all. 


Orthopedic Surgery for Nurses 


and Orthopedic Nursing Care. (3rd ed.) By Putrip 
Lewin, M.D., F.A.C.S. London: W. B. Saunders 
Company. Pp. 433. 7s. 6d. 


THE third edition of this book is even more entertaining 
and readable than its predecessors. Dr. Lewin still has a 
tendency to regard his audience as senior medical 
students or even junior house surgeons ; and some of the 
information given—such as the table of differential 
diagnosis of tuberculous disease, syphilis and osteo- 
myelitis, and the even more heavy classification of 
chronic arthritis—have no place in a book for nurses. 
But these are faults that may be corrected by any 
intelligent teacher recommending a book which, on the 
whole, is probably the best work of its kind in English. 
It has a special value now when there is great demand 
for nurses with experience in the treatment of orthopedic 
conditions. When a fourth edition is being considered 
the author might well do some drastic pruning. He 
mentions too many authorities whose doings are of no 
importance to the orthopedic nurse, and includes too 
many little sections on rare conditions. After all, in 
most hospitals there are plenty of books of reference 
available for girls who want to know something about 
everything. 


Messrs. Henry Kimpton (26, Bloomsbury Way, 
London, W.C.1) ask us to say that they are publishing 
Snell’s Medicolegal Ophthalmology in this country. 


The book was reviewed in our issue of June 7 (p. 724). 
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THE STUDY OF NEONATAL DISEASE 

In his Bradshaw lecture last year, of which an 
abstract appears at the front of this issue, Dr. J. C. 
SPENCE makes a comprehensive survey of disease in 
infancy. This is a complicated and confused subject ; 
it might be called the dark continent of medicine, 
both in our ignorance of the nature of many of its 
diseases and in our lack of control of them. SPpence 
makes a frank confession—and even a painful exposure 
—of this ignorance, not only on the part of medical 
practitioners but of their teachers as well. His 
candid facing of facts is welcome as a corrective to 
the complacency of some recent official announce- 
ments on the present state of infant health. The field 
of study in the first year is of vast extent and SPENCE 
is more concerned with the alpha than with the omega 
of diseases, suggesting a new grouping of these, based 
on origins, into seven categories. On each of these 
he has something interesting to say, but let us here 
follow the lines of thought he suggests in two of the 
groups: the new mechanisms that come into play 
at or very soon after birth, and the peculiar features 
of infection in the early months of life. Faulty 
mechanisms and _ infections, provided they are 
understood, should be easier to control than inborn 
tendencies or the hazards of being born. The mechan- 
isms that come into full play at birth are so intricate 
that some faults in their working are to be expected. 
Breathing is the most critical of all, and a little check 
in its mechanism can bring breathing to a full stop 
in asphyxia ; SPENCE suggests that faulty mechanics 
may account for some types of nasal and bronchial 
stridor in infants. The sudden adjustment of tne 
blood-vessels and of the blood itself after birth may 
also be disturbed, leading to icterus gravis on the one 
hand, or to a patent ductus arteriosus on the other. 
And there is the long alimentary tract with its com- 
plicated machinery of peristalsis and sphincter action. 
Pyloric stenosis has been explained as a neuro- 
muscular disorder of the pyloric sphincter ; and this is 
at least a rational hypothesis. SPENCE opens up this 
field of conjecture by reporting cases from his clinical 
experience where digestive disorders might be ex- 
plained by similar mechanical maladjustments in the 
small intestine. Some types of digestive disturbance 
in early infancy are now ascribed to a faulty bodily 
chemistry, leading to intolerance of fat, carbohydrate 
or protein. These explanations are conjectures ; 
and we may yet discover that faulty mechanics are 
to blame and that in concentrating upon the chemistry 
of food and digestion in infants we may have been 
barking up the wrong tree. 

SPENCE tells us that when he and his colleague 
Dr. F. J. MILLer made a personal inquiry into the 
circumstances under which 272 infants died in 
Newcastle-upon-Tyne during 1939 they estimated 
that half these deaths were due to infective diseases. 
The number of autopsies is not given, and it is not 
clear how the proportion was reached ; but it is not 
likely to be an under-estimate. The higher the infant 
death-rate, the higher the proportion of deaths due to 
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infection : this significant observation has far-reaching 
application. It means that the great lowering of the 
infant death-rate all over the world in the last fifty 
years has been achieved largely by the, better control 
and prevention of infection in infancy. It also means 
that if the present English infant death-rate (which is 
only respectable) and the Scottish rate (which is bad) 
are to be further reduced this can only be done by 
a closer understanding of the nature, variety and 
origin of infections after birth, and by better means 
of preventing them. On this subject SPENCE goes 
to the root of the matter. He points out the differences 
between the clinical features of an infection occurring 
for the first time soon after birth, and of its later 
expressions in a body that has already sustained 
previous attacks of the same agent ; and he calls for 
a study of these primary infections. The nurseries 
of a maternity hospital with their crop of infections— 
trivial and serious, local and general—offer a wide 
range of these first or primary infections ; a large- 
scale and well-planned bacteriological and clinical 
investigation of them would throw light upon the 
whole problem of neonatal infection. The great 
surface infections—tetanus, umbilical septicemia, | 
ophthalmia—have already been mastered, but the 
deep infections of alimentary and respiratory tracts 
still endanger the newborn infant, masquerading in 
death certificates as prematurity and marasmus. The 
risk of contracting gastro-enteritis in hospital is so 
serious, as R. H. Dospss has recently pointed out in 
our columns,! as to prejudice the surgical treatment of 
infants with pyloric stenosis, and was described last 
week in our correspondence columns by P. WILLIAMS 
and F. W. M. Prat? as a disgrace to children’s 
hospitals. The risk is as serious, probably more so, 
for the infant inhabitants of maternity hospitals. 

But on this vast subject of infection in infancy 
we must keep a right perspective. Infection in 
hospitals is only a part of the problem, and not the 
greater part; there remains the mass of infections 
in homes. The great sanitary reforms of drainage, 
housing, water-supplies and refuse disposal have 
established a passably high standard of external sani- 
tation ; the standard of internal sanitation, created by 
personal and domestic hygiene, is still far too low. 
There can be no doubt that the further reduction of 
our infant death-rates will depend mainly on lessening 
the deaths due to infection, and this in turn on the 
reduction of the mass of infective material that still 
exists in our homes. SPENCE is aware of this, and 
in his final plea for the setting up of research centres 
where the disease of infamcy can be studied he insists 
that their material of study shall not be confined to 
hospitals, but must also be sought out in the homes 
where infantile disease and especially infective 
disease begins. 


TOTAL WAR AND THE INDIVIDUAL 


THE world in which the older of us passed our youth 
was mature and stable. Behind it were vistas of 
historical events that had prepared the way for this 
satisfying equilibrium, but those events belonged to a 
thrilling past and it was not expected that we ourselves 
should ever have the privilege of taking a personal 
part in the making of a new history that would out- 
thrill the happenings of olden times. It is not easy to 


1. Lancet, May 24, 1941, p. 664. 
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judge what in those days the ordinary man and 
woman felt towards contemporary events ; emotional 
reactions there surely were among the civilian victims 
of the Thirty Years War or of the earlier Hun inva- 
sions, yet in our own Civil War it is possible to 
imagine a body of unconcerned and inarticulate 
people who, being neither Cavalier nor Roundhead, 
carried on with their daily tasks whilst hoping that the 
combatants would keep away from their farms or 
warehouses. Jane Austen, picturing in minute detail 
society during the Napoleonic wars, makes such scant 
reference to those wars that we have to imagine her 
people carrying on with their daily lives whilst giving 
scarcely a thought to the historical happenings around 
them—perhaps so confident in the final outcome that 
they left the thinking to the statesmen and soldiers. 
These were gentlemanly wars, and the edifices, public 
and private, still standing in the Continental cities 
through which Napoleon’s armies had swept, mark 
how the destruction not of cities but of armies was 
then the soldier's aim. We can again picture, even 
on the Continent in those eventful times, a civil 
population not immediately affected by the fighting 


and able to remain emotionally aloof. 


Now war comes into the daily life of every one of us 
and emotional reactions towards it are unescapable. 
Much has been written about our reactions, and faced 
by danger of death, maimings, and material destruc- 
tion of a kind new to humanity, we have agreeably 
surprised ourselves by accepting it calmly and with a 
low incidence of the kind of nervous trouble that was 
so manifest in all the armies engaged in the First 
German War. Making all allowance for the inability 
not to recognise these nervous disorders in their 
various disguises, we can safely say that their civilian 
incidence is lower than it was in front-line troops 
in that war. Indeed, individual examples are not 
lacking of nervous folk who, under stress of war, have 
“found themselves”’ and shown endurance and 
courage which surprise those who are not aware of the 
curiously specific nature of pathological anxiety. 
Factors in this relative immunity are the need of the 
civilian to make self-preservation a duty, and his right 
to show fear if he chances to feel it, this latter being a 
privilege that avoids one of the greatest fears of the 
over-conscientious man turned soldier ; but perhaps 
the strongest factor is the emotional solidarity brought 
about by the knowledge that we are all in the front 
line. Buckingham Palace and an East End tenement 
share the same fate, and a spontaneous emotional 
solidarity is the result of a “ total ” war against a 
people already united by the live-and-let-live senti- 
ment that underlies democratic government in normal 
times. The Colonel's lady and Judy O’Grady are more 
than ever sisters under their skins. The nervous 
subject lives in normal times emotionally isolated 
from the rest of the herd, but in a time of total war 
this isolation is overcome and replaced by a feeling 
through which he becomes again one of a community 
and thus satisfies a primary need of man, the social 
animal. And, since the nervous person serves as a 
delicate indicator of the effect of general influences 
that act upon everyone, we can deduce that what 
strengthens him strengthens also the ordinary man. 
Because none can escape its effects this war has given 


us a new confidence in each other and has become a 
great emotional unifier. 
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SULPHONAMIDES LOCALLY 


A LITTLE over a year ago the local use of sul- 
phonamides had barely begun. Since then clinical 
reports have been made of its efficacy in conditions 
ranging from epidermophyton of the toes! upwards. 
But clinical impressions alone are dangerous evidence ; 
the variable factors are many and include the depth 
and extent of the wound, the tissue affected, the 
virulence and type of the organism, and the resistance 
of the patient. These can largely be controlled in 
animal experiments and it is on such experiment that 
clinical work can be most securely based. Enough 
laboratory work has been done in the last few months 
to indicate that clinical optimism is justified ; not 
only has the local bacteriostatic action of sulphon- 
amides been confirmed, but Colebrook,? Fleming,’ 
and Reed and Orr‘ have shown that there is no 
interference with healing processes and that phago- 
cytosis, leucocytic infiltration and the formation of 
granulation tissue are not impaired even by high 
local concentrations. Of the three sulphonamide 
powders usually employed—sulphanilamide, sulpha- 
pyridine and sulphathiazole—the last, as Fleming has 
shown, is by far the most potent against the strepto- 
coccus and pneumococcus, and even influences the 
staphylococcus. But in order to be effective ‘the 
drug must have access to the organism; wounds 
never have a smooth even surface—Colebrook likens 
them to the fjords of Norway—and the concentration 
of a drug in the deeper crevices will depend on 
the solubility in the wound-fluids of the compound 
used. On another page (786) Hawking shows that, 
thanks to its greater solubility, sulphanilamide will 
give a very much higher concentration in a wound 
than sulphathiazole ; moreover it diffuses far more 
rapidly through dead tissues. The solubility, absorp- 
tion and diffusion of sulphapyridine are relatively so 
poor that its local chemotherapeutic action is not of 
much value, although it persists longer in the wounds 
and has a bacteriostatic action which, according to 
Fleming, is 25 times greater than that of sulphanil- 
amide; sulphapyridine has no advantages over 
sulphathiazole and is even less soluble in wound- 
fluids. Hawking * and Reed and Orr have also shown 
that sulphathiazole is the most powerful drug of the 
three against gas-gangrene infection, and Hawking 
suggests that, taking all these points into considera- 
tion, a powder containing equal parts of sulphanil- 
amide and sulphathiazole is best for local use. The 
sulphonamides are thought, by Woods* and Selbie,” 
to act by interfering with an essential metabolite of 
the infecting organism and it is therefore important 
to get as high a concentration of the drug as possible 
into the wound. McIntosh and Selbie* have shown 
that in order to get the same concentration in a human 
wound as they have produced in the wounds of animals 
it would be necessary to introduce 50 g. of powder. 
This is not possible: the average wound will only 
take 10 g. of powder and surgeons usually consider 
it inadvisable to exceed 15 g. The powder must be 
finely divided or it will form lumps which interfere 
. Helman, J. S. Afr. med. J. April 26, 1941, p. 156. 

: Colebrook, L. Proc. R. Soc. Med. 1941, 6, 337. 
. Fleming, A. Ibid, 342. 

Reed, G. B. and Orr, J. N. Lancet, 1941, 1, 376. 
Hawking, F. Brit. med. J. Feb. 22, 1941, p. 263. 
Woods, D. D. Brit. J. erp. Path. 1940, 21, 74. 


. Selbie, F. R. Ibid, p. 90. 
. McIntosh J. and Selbie, Lancet, Feb. 22, 1941, p. 240. 
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with its solubility. Powder | sprays are commonly 
used, but many surgeons rub the powder gently into 
the tissues. A level teaspoonful represents 10 g. 
Hawking makes it clear that while sulphonamides 
are being used locally they should also be given by 
mouth. Locally they penetrate living tissues only 
to a depth of 2-3 mm.; thus the live tissues round 
the wound can best be approached through the blood- 
stream. Reed and Orr have shown that the concen- 
tration in muscle is always approximately the same 
as in the blood, and in treating streptococcal infections 
a blood level of 5-10 mg. per 100 c.cm. must be main- 
tained, as McIntosh and Selbie*® have indicated. 
Blood estimations should be used to check the patient’s 
progress ; the technique is so simple that in France 
they are often done by the nurse. The experiences 
of Mitchell, Logie and Handley * in the Libyan cam- 
paign confirm that sulphonamides should be given 
both orally and locally; they found that patients 
receiving the drugs by both routes were fitter and 
showed less local sepsis than others. They suggest 
that sulphanilamide (15 g.) should be applied to the 
wound immediately and a further 15 g. introduced 
at the end of operation. Orally, the patient is given 
27 g. in 6 days; doses are temporarily doubled in 
cases of severe infection. Sulphonamides gave better 
results, they found, than local antiseptics such as 
eusol and acriflavine ; where the response to chemo- 
therapy was disappointing they found the infecting 
organism to be Staphylococcus aureus. In the attack 
on this organism sulphadiazine seems to promise 
well: Perrin Long” finds it to be slightly superior 
to sulphathiazole in this respect. Feinstone ™ inti- 
mates that sulphadiazine is more effective against 
Clostridium welchii than any other sulphonamide. 
Its local value, according to Hawking’s work, is 
handicapped by its relative insolubility. 


MEDICAL PLANNING RESEARCH 

THE several published designs for postwar medicine 
—from Tay ior’s Plan for British Hospitals” of 
two years ago to Roperts’s ‘“ Future of General 
Practice ” last week—have at least demonstrated the 
vastness and complexity of the subject. No single 
planner or small body of planners can hope to design 
more than a part of it in any detail. This principle 
has been recognised by the B.M.A. Planning Com- 
mission in its appointment of five committees to deal 
with general practice, special practice, public health, 
hospitals, and the teaching hospitals—with a sixth 
to coérdinate their ideas. It has been carried a step 
further by Dr. Perry and his friends, who in drawing 
their rough sketch of postwar hospital services which 
we published on May 17 no doubt came to realise 
how much more information they needed before they 
could begin to make a finished picture. They have 
therefore gathered a team of some forty planners, 
which through their call for volunteers on another 
page they hope to expand to at least a hundred. 
These researchers will be split into groups to study the 
six general and nine special problems which together 
make up the large query of Medicine after the war. 
Finally the whole will be collated, criticised and 
edited, and Published in book form. With the 
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“Daweon report, the findings the B. M. A. com- 
mission, and the views of individual prophets, it will 
provide the Royal Commission on Medical Services, 
when it comes, with something to bite on. 


Annotati 10N5 


BIRTHDAY HONOURS 


Tue list of honours (see p. 800) conferred on doctors 
is a striking record of the variety of ways in which the 
medical profession has served the commonwealth. Only 
civil honours have yet been announced ; decorations for 
the fighting services will follow. Six knighthoods head 
the list. Dr. Hone has deserved well of the city of 
Adelaide where he has spent his life as hospital physician, 
director of the radiotherapy clinic and councillor of the 
university. Dr. Scott as director of the Bureau of 
Tropical Diseases in London has done much to help 
solve the health problems of the Empire. General 
Jolly with 33 years behind him in the Indian Medical 
Service has guided hospital policy and hygienic measures 
in Burma and the Punjab and waged constant war on 
the mosquito. Dr. Macgregor, the people’s friend in 
Glasgow, has shown the ability of a city health department 
to handle the transition from peace to war. Dr. 
Manson-Bahr has added lustre to the name he bears and 
placed his unrivalled knowledge of tropical diseases at 
the call of the Colonial Office. Professor Stopford’s 
brilliant teaching of anatomy and deanship of the 
Manchester medical school have been overlaid by seven 
years as vice-chancellor of the university. The thirteen 
commanderships in three orders of chivalry are awarded 
for the most part for services in India, Rhodesia, 
Mauritius, Malta, Néwfoundland and Tasmania. Dr. Alison 
Glover receives the C.B.E. on his well-earned retirement 
from the Board of Education. Dr. Massey’s devoted work 
as M.O.H. for Coventry and Dr. Knox’s organisation of 
Scottish emergency hospitals receive like recognition. 
Three awards of the 0.B.E. also are for municipal health 
officers : Dr. Ethel Cassie (Birmingham), Dr. J. A. Scott 
(Fulham) and Dr. Williams (Southampton). To those 
we have named and to the many others on the list we 
offer the sincere congratulation of colleagues who 
rejoice with them in their honourable estate. The 
medical profession will also welcome the C.B.E. conferred 
on Mr. Walter Deacon, just re-elected president of the 
Pharmaceutical Society. 


A BIOLOGICAL MEASURE OF X-RADIATION 

Raptation 6f malignant cells is followed by micro- 
scopic changes, among which are decrease of cells in 
mitosis and in resting cells, and an increase in differentiat- 
ing and degenerate cells. Cell degeneration is the 
visible sign of lethal action ; a tendency towards differen- 
tiation is commonly seen in irradiated squamous car- 
cinomata in which large masses of keratin are formed. 
A decrease in the number of cells showing mitotic 
activity can be determined only by counting. Its 
occurrence depends on dosage: an insufficient dose is 
followed by restoration to the ordinary rate of division— 
only an adequate dose causes a real decrease! An 
attempt has been made by Glicksmann? to find a 
quantitative relationship between these changes and the 
number of cells which appear unaffected (called resting 
cells) by irradiation. He claims that there is a numerical 
relationship and that it forms a good guide to prognosis 
in certain forms of human cancer. Biopsies from the 
growing edge of tumours are examined before, and as 
often as possible after, irradiation. The number of 
dividing, degenerate, differentiating and resting cells is 
counted. About 500 cells are thus classified and plotted 
in a graph as percentages of the total number of cells, 
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against the time over which treatment is spread. Falling 
curves for mitotic and resting cells and rising curves for 
degenerate and differentiating cells indicate that tumour 
activity is being gradually reduced. In a few of his cases, 
the number of cells in mitosis fell to nil within a few days, 
and a little later no resting cells were to be seen; the 
clinical results were correspondingly good. Resting cells 
seem to be really the best indicators of effective treatment 
because those mysterious qualities, radiosensitivity and 
radio-resistance lie hidden in them. If, in a representa- 
tive piece of tissue, all resting cells have disappeared or 
if they have been greatly reduced in proportion to all 
others, the prognosis ought to be good as regards the 
local lesion. But there appears to be some difficulty in 
judging between resting and differentiating cells, even 
in squamous carcinomata. A special stain, Heiden- 
hain’s azan, is recommended to make the distinction. 
Glicksmann’s observations and conclusions may be 
limited, for purposes of prognosis, to those tumours in 
which differentiated cells are easy to distinguish and are 
known to undergo no further division. His method, if 
contirmed, may provide a basis for studying the physical 
conditions of exposure, and he has now begun such a 
study. 


AMERICAN MEDICINE MUSTERS 


America is already facing the problems of a peace- 
time mobilisation and since last May her armed forces 
and the division of medical sciences of the National 
Research Council have got together to consider the 
questions which military medicine raises today. The 
first problems set were the treatment of traumatic shock 
and the chemotherapy of war injuries and infectious 
diseases. But the work is constantly extending and now 
seven main committees have been set up to deal with 
chemotherapy, transfusions, medicine, surgery, neuro- 
psychiatry, aviation medicine, and information. Thirty- 
three subcommittees have also been appointed, and where 
the scope of the committees overlaps the subcommittees 
form a connecting link—for instance the subcommittee 
on infectious diseases works with the committee on 
chemotherapy and with the committee on medicine. 
The army and navy medical corps and the public-health 
service are represented on the committees and contact 
officers from other branches of the forces also attend 
meetings that concern them—the quartermaster corps 
have been present at discussions on nutrition. 

The National Research Council is also coéperating with 
the committee on medical preparedness of the American 
Medical Association in making a survey and analysis 
of the medical profession, and a quéstionnaire has 
been sent out to the doctors of America by members 
of the committees on medicine, surgery and neuro- 
psychiatry. Intensive courses are being held for reserve 
officers in the services and circular letters on the chemo- 
therapy of infectious disease, venereal diseases and 
tropical diseases have been dispatched by the appropriate 
committees. Material for a manual on general medical 
and surgical treatment in the field has been collected 
and is being edited by the committee on information. 
Much of this material will appear in a new journal, 
War Medicine, which will serve as the official organ of 
the committees and to which the committee on informa- 
tion acts as an editorial board. 

* The division and its committees have already offered 
practical help as well as advice and counsel. The 
tropical diseases committee has prepared a supply of 
yellow-fever vaccine and arranged for its further manu- 
facture under government auspices, and with the 
American Red Cross the division is now organising the 
provision of blood plasma for transfusion. The newly 
formed subeommittee on blood procurement is assuming 
the supervision of the professional services involved, while 
the subcommittee on blood substitutes continues to 
study methods of manufacture. The division is also 
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coéperating with the Red Cross in approving and 
selecting the doctors and nurses who are being sent to 
England. The division has thus set up a comprehensive 
and flexible organisation which should be able to tackle 
any problem, and which is an earnest of what medicine 
has to offer to the national effort. 


HUMAN TOXOPLASMOS!S. - 

Tue protozoon toxoplasma is a common animal 
parasite. It has been repeatedly accused of causing 
disease processes in man, but proof has seldom been 
complete. This must depend on transfer of the organism 
to laboratory animals, and it is difficult to exclude its 
chance presence in the animals before inoculation. 
However, in the two groups of cases, briefly referred to 
in our columns a few weeks ago,! the evidence for the 
pathogenicity of toxoplasma in man seems convincing 
and the clinical features are of some interest. The chief 
case of the first group * was a boy of 6 who suffered from 
an obscure encephalitis, with apathy developing through 
a semidelirious stage into coma, and muscle twitchings 
and convulsive attacks. The illness was a febrile one, 
and ended after a monthin death. There was a general- 
ised adenopathy and a palpable spleen. No meningitic 
signs were observed, but the cerebrospinal fluid contained 
varying numbers of mononuclear cells, up to 2200 per 
c.mm. <A thorough microscopic examination of the 
nervous system post mortem revealed a dozen scattered 
tiny necrotic foci with round-cell infiltration and a little 
cuffing of vessels. No unmistakable toxoplasma forms 
were identified in these, but five of eight mice injected 
with suspension of brain material developed typical 
toxoplasmic peritonitis, pneumonitis or both, and the 
organisms were both seen in the lesions and transmitted 
with ease to other animals. Similar numbers of mice 
injected with olfactory bulb suspension and with blood 
taken post mortem, together with 200 mice from the 
laboratory stock, were similarly examined, and failed to 
show any toxoplasma. These extensive control observa- 
tions make it wellnigh certain that the organisms 
obtained came from the patient’s brain and not from a 
chance infection present in the laboratory animals. 
The other case in this group was a boy of 9 who suffered 
from an atypical encephalitis with headache, mental 
confusion, muscular twitchings and one convulsion. 
He had fever and enlargement of cervical and inguinal 
glands. His illness lasted 8 days and he recovered. 
Although meningitie signs were absent the C.S.F. con- 
tained 200 lymphocytes per c.mm., and two guineapigs 
inoculated with it, intracerebrally and intra-abdomin- 
ally, died of toxoplasmic infection in 5-6 weeks; 
inoculated mice survived 5 weeks. Forty control guinea- 
pigs, examined for toxoplasma, yielded negative findings. 
This strongly suggests the presence of a less virulent 
strain of toxoplasma in the second patient’s C.S.F., but 
the proof is not quite so convincing as in the first case. 

The second group of cases * consisted of a man of 50 
and a woman of 43, whose illnesses were similar. After 
a period of some days of general weakness and malaise, 
and in one case diarrhw@a, fever began fairly suddenly, 
accompanied by a generalised red maculopapular rash 
resembling that of Rocky Mountain spotted fever. 
An unproductive cough was present in both, and vague 
shadows were seen at the lung bases. The illness ran a 
rapid course with high fever and the patients died in 
coma on the 6th and 9th days respectively after admission 
to hospital. The man was also the subject of portal 
cirrhosis. At autopsy the lungs in both cases showed a 
patchy or confluent interstitial pneumonitis with con- 
nective-tissue proliferation in the alveolar walls. There 
were some minute areas of focal necrosis in liver and 
spleen and in one case in the brain. Intracellular 
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protozoa having the morphological characters of toxo- 
plasma were seen in lesions in the lung, liver, spleen and 
brain and in cardiac-muscle fibres. Blood from the 
female patient, 2 days before death, was injected into the 
abdominal walls and peritoneum of two guineapigs, which 
11-13 days later showed extensive toxoplasmic lesions 
in liver, spleen, lungs and brain and at the inoculation 
sites. The protozoon was seen in these lesions and 
transmitted serially from them through other guinea- 
pigs. Ten normal guineapigs from the laboratory stock 
examined histologically, and three from which passage 
of toxoplasma was attempted, showed no evidence of 
harbouring the organism. In these cases the histo- 
logical evidence is strong and the evidence from animal 
inoculation appears to be confirmatory. k 

These two sets of observations open the way for the 
further investigation of human toxoplasmosis. Acces- 
sory diagnostic methods, such as sputum examination 
and serum examination for neutralising antibodies are 
being developed, and it should soon be possible to decide 
what cases of atypical encephalitis and atypical pneu- 
monia are due to this organism. 


SISTER PROFESSIONS 

MIDWIVES are somewhat apprehensive lest the new 
division of nursing which the Minister of Health has set 
up should take over the administration of their affairs 
without due safeguards, for they regard themselves as an 
independent profession, the foundation of the maternity 
and child-welfare service, rather than as a branch of 
nursing. But since the midwife is sometimes also a 
nurse, the public mind has tended to confuse their 
functions, and indeed as sister professions they are 
often closely linked. But each is a profession in its 
own right. The midwife is recognised by the law in 
cases of normal midwifery as an independent practi- 
tioner, directly responsible for the lives of mother and 
child, and she is answerable for her work to the Central 
Midwives Board, while the nurse is disciplined, examined 
and registered by the General Nursing Council. This 
spirit of sisterly indépendence was implicit in Miss E. M. 
Pye’s presidential address at the jubilee meeting of the 
Midwives’ Institute on June 8, and also in the resolution 
which the meeting passed asking the minister to arrange 
for the affairs of midwives to be dealt with, as hitherto, 
by the maternity and child welfare division of the 
ministry. If the minister decides that the new division 
of nursing must deal with midwives the institute hopes 
that its title will be changed to ‘the division of mid- 
wifery and nursing.’’ Miss Pye believes that the coun- 
try will soon be faced with a shortage of midwives, for of 
the 16,000 enrolled between 1935 and 1939 only 28% had 
notified their intention to practise in 1940. Midwives 
tend to transfer to the public-health service or general 
nursing, where better chances of promotion and reward 
are to be found. Only those with an intimate know- 
ledge of the profession can find the remedy for this 
leakage, and this year the institute has set up an advisory 
committee of domiciliary midwives which, with the 
matrons’ council established just before the war, should 
provide the machinery for the progressive changes 
which we hope their diamond jubilee year will bring. 


BOVINE TUBERCULOSIS 

THERE is still a general belief that the bovine type of 
the tubercle bacillus is less virulent to man than the 
human type. This is more than an academic question 
at present when all precautions against infection and 
disease in dairy farms have become immeasurably more 
difficult. There is, indeed, some evidence for believing 
that there is an increased incidence of B. tuberculosis in 
milk samples; but even biological milk-testing has its 
own problems now that skilled attendants, laboratory 
animals, and their food and bedding are at a premium. 
Griffith—there was no better authority—believed that 
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the bovine bacillus was at least as virulent for man as 
the human; the last figures which he published were 
recently reviewed in this journal.' Statistics up to the 
outbreak of this war were published a year ago by Munro,? 
who takes a serious view of the mortality, both in 
children and in adults, due to the bovine type. At 
Glenlomond Sanatorium bovine organisms have been 
isolated from 58 persons (20 males and 38 females) 
suffering from pulmonary tuberculosis. When these 
were compared with 58 consecutive admissions (20 males 
and 38 females) whose disease was due to the human 
bacillus, a high proportion of bovine strains in the age- 
group 10-20 years, especially among females, was 
evident. Munro’s bovine-type cases showed a_ high 
mortality-rate for the 38 female pulmonary cases; 22 
were dead at the time of record, 11 ill and only 5 well. 
Of the 20 males, 12 were dead, 5 ill and 3 well. He also 
determined the strain in infected children by means of 
gastric lavage (14 bovine and 21 human strains) and 
found that the bovine type of infection was more easily 
disseminated, with the production of multiple lesions 
and tuberculous bacilluria, than was the human type. 
Excluding that rare group of bovine strains with attenu- 
ated virulence for the rabbit, and leaving out of con- 
sideration questions of dosage, Munro is convinced that 
the bovine strain is more virulent to man than the human 
strain. Once the bovine bacillus passes the lymphatic 
barrier it is easily disseminated, the onset of serious 
visceral spread in the lungs and kidney occurs at an 
earlier age, and the whole duration of the illness is shorter. 
There are three possible ways in which infection can be 
spread: man to man; cattle to man in the course of 
dairy work; and cattle to man through infected milk- 
supplies. The last obviously has the widest application, 
and brings us back to the King Charles’s head of 
tuberculosis prevention—the pasteurisation of milk. 
Redistribution of population, especially of children, 
calls for up-to-date pasteurisation equipment and a high 
standard of efficiency in milk-supplies, if spread of the 
bovine tubercle bacillus is to be kept down. 


HERB GATHERING 

A COMMITTEE of nineteen, under the chairmanship of 
Sir Weldon Dalrymple-Champneys, which was appointed 
by the Minister of Health to * consider the steps which 
should be taken to secure organisation of cultivation and 
collection ” of vegetable drugs, has presented an interim 
report. They are not hopeful that good would come 
from the institution of a long-term policy of vegetable- 
drug production within the Empire just now, but in the 
short-term group of drugs the position is very different, 
for supplies can be rapidly created and producers can 
recoup themselves adequately during the war. They do 
not encourage amateur attempts to grow vegetable 
drugs in climates or on soils whose suitability has not 
been tested, but urge greater professional production in 
places where the plants are already cultivated. So far 
as production in the United Kingdom is concerned the 
committee specify 16 drugs on which attention should be 
concentrated—agar, belladonna, colechicum, dandelion 
root, dill, ergot, foxglove, hyoscyamus, Irish moss, 
liquorice root, male fern, peppermint, psyllium, sphag- 
num moss, stramonium and valerian. With the excep- 
tion of agar, the home production of all of these was 
recommended by the Therapeutic Requirements Com- 
mittee in M.R.C. War Memorandum No. 3; agar was in 
the M.R.C. list of drugs for Empire cultivation. Let us 
hope that the big growers have already increased their 
acreage under these crops enough to meet demands, for 
two sowings and two harvests have already passed since 
supplies from abroad were threatened. The amateur 
can help most by collecting the herbs which grow wild 
in this country; the Boy Scouts Association and the 
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National Federation of Women’s Institutes have organ- 
ised the collection of 30 such herbs, and those who would 
like to help should get in touch with one of those bodies. 
Both of them have issued pamphlets on identification, 
collecting, drying and dispatch, but the keen collector 
who would know more should study the Ministry of 
Agriculture bulletin,’ and an illustrated booklet by Mrs. 
Barbara Keen and Miss Jean Armstrong.* 


BLOOD-TRANSFUSION IN RUSSIA 

Tue extensive use made of stored blood in this country 
today is based largely on pioneer work by Russian 
scientists, so that the latest developments in transfusion 
technique reported from the U.S.S.R.* have a special 
interest. Professor Seltsovsky, discussing the effect of 
frequent blood withdrawal on donors, concludes that the 
repeated removal of 600 c.cm., though it produces no 
subjective effects, retards restoration of the normal 
blood-picture ; at least three months is required for 
complete recovery. Asthenic people, he finds, show the 
greatest power of regeneration. He suggests that 
250 e.em. only should be taken from new donors, and 
500 c.cm. from accustomed donors. The commonest 
causes of fainting, he thinks, are hunger and exhaustion ; 
and he therefore advises that every donor should rest 
for 2 hours before giving blood, and from 14-2 hours 
afterwards. A light meal should be given before, and 
one of high caloric value afterwards—excellent advice 
for peace-time, no doubt, but a counsel of perfection 
under present conditions in this country. The observa- 
tions of Bagdasarov in the field of blood-transfusion, 
made as long ago as 1937, have been the foundatién of 
many recent advances ; he is quoted in the same review 
as having treated at least 300 cases of gastric and 
duodenal ulcer successfully with repeated small intra- 
venous injections (3-4 ¢.cm.) of goat’s blood. Such 
heterogenous transfusions are also advised for trophic 
ulcers of the skin and inflammatory joint lesions. 

Russian workers who have used both serum and 
plasma as blood-substitutes, conclude that clinically the 
effects are the same but that serum has practical advan- 
tages since it does not form clots on storage as plasma 
does—a view with which most English workers will 
agree. The Russians have also used ascitic fluid with 
success as a transfusion substitute, a practice not yet 
adopted in this country. They emphasise the need for 
giving large transfusions to patients suffering from 
shock, but 800 ¢.cm. is the limit of their suggested 
dosage. Opinions about size of dose appear to be local : 
a litre is regarded here as a minimum dose, and very 
much bigger quantities may be deemed necessary. 


MULTIPLE PERITONEAL HYDATIDS 

Up to the end of 1939, 1455 records reached the hydatid 
register of the Royal Australasian College of Surgeons, 
and Sir Louis Barnett‘ classes about 16% as multiple 
peritoneal cysts. Although in only 16 of these 228 cases 
was there a history suggesting an earlier rupture of a 
parent cyst, in the vast majority there had probably 
been an insidious leakage, perhaps during childhood ; 
it may be recalled that Félix Devé of Rouen concluded 
from his study of all available records that nearly a 
quarter of the cysts rupture sooner or later. As a 
surgeon Barnett notes that even a hand in the peritoneal 
cavity may fail to find a parent cyst within the liver, 
for it may have shrunk to inconspicuousness, or become 
hidden by adhesions, or may lie high up on the liver 
surface. He estimates that 99% of the pelvic cysts 
were secondary, so that the example described by 
Dr. Nicholson on another page is unlikely to prove a 
primary one. How easily symptom mimicry may mislead 
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diagnosis Barnett illustrated in a story he told against 
himself nearly two years ago.’ Before an operation he 
had said confidently that here was a typical fibro- 
adenoma with all the signs and symptoms leaping to the 
eye, yet when he opened the abdomen he found a hydatid 
infection ; indeed, the diagnostic errors that he had seen 
made range from tuberculous peritonitis to pregnancy. 
He holds prognosis to be‘less gloomy than it is painted, 
for he has known patients to submit to more than 
twenty operations and come up smiling for the next. 
This gives point to his advice not to do too much at one 
sitting, to remove only those cysts that are most easily 
got at, and to be guided always by the patient’s state. 
The adventitial coat of a sessile cyst should not be 
dissected away, but the cyst should be treated by formol 
injection either alone or with clean evacuation as well. 
1f evacuation is done there should be no drainage unless 
there is suppuration, but the incision in the cyst should 
be oversewn to prevent adhesions. After operation 
grave anaphylaxis is rare—it was the cause of death in 2 
of these 228 patients—but if its symptoms show them- 
selves, or if the Casoni reaction is strongly positive 
adrenaline should be given. When a cyst ruptures into 
the peritoneal cavity it is essential to prevent the broad- 
casting of hydatid scolices from leading to the promotion 
of secondary cysts by carefully and gently swabbing the 
abdominal and pelvic recesses, with a swab soaked in 
ether, avoiding formalin as a local parasiticide because 
it is irritating to the delicate peritoneum. 


MASSEUSE INTO OCCUPATIONAL THERAPIST 

THE Ministry of Health is setting up additional 
E.M.S. orthopedic centres and fracture clinics * and the 
need for occupational therapists is urgent. To meet it 
intensive six-month courses for masseuses are to be 
held at the Dorset House School of Occupational Therapy, 
now housed at Barnsley Hall Emergency Hospital. The 
first course starts on July 1 and a special war emergency 
diploma will be awarded to successful students, for which 
the examination will be conducted by the Association 
of Occupational Therapists. The course will be open 
free of charge to selected candid@tes from among the 
masseuses now employed at E.M.S. hospitals. They 
will be given free Seana and lodging and a personal 
allowance of £25 for the six months, if they undertake 
to return to work at an E.M.S. centre. The courses are 
intended for masseuses, because time is pressing, and 
though occupational therapy is a separate profession 
it combines well with massage. The trained masseuse 
already has a background of anatomy, experience in 
handling patients, and supple and controlled hands 
which should quickly learn the necessary crafts. Physi- 
eal exercises, country dancing and outdoor games are 
already at the tips of her toes and fingers. 

The courses at Barnsley Hall will be strenuous and 
concentrated—real war work, in fact. Twenty students 
will be accommodated, and they will sleep in a dormitory 
hutment which they will have to keep clean, as domestic 
help is unobtainable. The hospital has 1500 beds and 
there will be ample clinical practice. The regular two 
and a half year courses of the school will also be con- 
tinued and applications for both kinds of courses should 
be made to the principal of the school at Barnsley Hall 
Emergency Hospital, Bromsgrove, Worcs. 


Tue Bernhard Baron trustees have made a gift of 
£40,000 to the Royal College of Surgeons of England for 
the endowment of a research professorship. In making 
the gift the trustees say they realise that one of the 
essential sinews of the effort to benefit mankind is the 
provision of funds for research, and that the financial 
resources of the college may be strained for some time 
by the need to make good bomb-damage. It is hearten- 


ing to hear that most of the trustees’ past generosity is 
unharmed, for the Bernhard Baron laboratories at the 
college have not suffered structural damage and their 
equipment had already been moved to the country 
where research can continue without incidents. 


Lancet, June 14, 762. 
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ACTION OF DIFFUSION FACTORS ON 
TISSUE PERMEABILITY 
By DovuGcias McCLEeEAN, M.B. Lond. 


BACTERIOLOGIST IN CHARGE OF VACCINE LYMPH DEPARTMENT, 
THE LISTER INSTITUTE OF PREVENTIVE MEDICINE, ELSTREE 


In considering the problems of wound infection it 
should be borne in mind that the organisms of the gas- 
gangrene group, staphylococci and _ streptococci all 
produce, in addition to their recognised toxins, sub- 
stances which cause an immediate increase in the 
permeability of connective tissue. It has been known for 
some years that aqueous extracts of mammalian testicle 
contain a substance which dramatically increases the 

ermeability of the dermis to injected tissues.®? 

his can be shown by the rapid disappearance of the 
bleb following intracutaneous injection of these extracts 
and by the spread through a large area of skin of any 
suitable coloured indicator that may be injected with 
them. This diffusion is so striking that it may be 
compared with the different behaviour of a drop of water 
when placed on glazed and on blotting paper. Subse- 
quently, it was found that substances with similar 
diffusing properties could be obtained from filtrates and 
extracts of staphylococcus and streptococcus,’ from 
organisms of the gas-gangrene group and _ virulent 
pneumococci," from extracts of malignant tissues,’ 
from snake and spider venoms ? and from leeches.* 


MECHANISM OF THE DIFFUSION EFFECT 

Various methods for the purification and concentration 
of diffusing factors from testicle and bacteria have been 
described * 7 *4 18 19 20 but no naturally occurring diffusing 
factor has been isolated in the pure state. Thé cause of 
the diffusion was not understood until Chain and Duthie ? 
reported that purified preparations of testicular diffusing 
factor exhibit a remarkable mucolytic activity character- 
ised by a rapid fall in the viscosity of the mucoprotein 
of synovial fluid and vitreous humour and the liberation 
therefrom of reducing substances. This observation 
suggested that the mucolytic and diffusing activities are 
closely associated and may be due to the same factor, 
and that the spread in the tissues is due to the action of 
the enzyme on the mucinous interfibrillar structure in 
connective tissue. These workers have since * investi- 
gated the character of these enzymes derived from testis 
and other sources. They reported good agreement in 
quantitative comparisons of the activity of enzyme 
preparations from many sources when this was deter- 
mined both viscosimetrically and by spreading activity 
in the skin; they, as well as other workers, have 
succeeded in isolating a substance closely resembling 
hyaluronic acid from rabbit skin and this substance is 
acted on by these enzymes. On the other hand, Madina- 
veitia and his colleagues *' failed to obtain satisfactory 
correlation between the diffusing and viscosimetric 
activities of several samples of the enzyme, and they 
pointed out that it was not justifiable to assay diffusing 
factors by merely measuring their viscosimetric activity 
on a mucin substrate. It had previously been shown 
by Meyer and Palmer *° that the mucoprotein of vitreous 
humour and umbilical cord contains a mucopolysaccharide 
which they had designated by the name hyaluronic acid. 
It seems reasonable therefore to call the enzyme which 
hydrolyses this substance ‘‘ hyaluronidase.”’ 

While this work was in | ge Meyer and others ** 
reported the hydrolysis of hyaluronic acid by certain 
bacterial enzymes, and Robertson, Ropes and Bauer * 
described an enzyme derived from culture filtrates of 
Clostridium welchii and other organisms which hydrolyses 
synovial fluid. Recently, Meyer and his co- 
workers have studied the relationship between 
spreading factors and hyaluronidase and the character 
of these enzymes of bacterial and animal origin. The 
evidence they present indicates that while hyaluronidase 
plays a part in the diffusion in the tissues the phenomenon 
is a complex one and cannot be explained on the basis 
of a simple chemical reaction. McClean and Hale *7 
have also studied the behaviour of these enzymes derived 
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from various sources, and their observations suggest 
that, although the various manifestations of enzymic 
activity—diffusion, viscosity reduction, destruction of 
the clotting power of mucin and the liberation of reducing 
sugars—are closely associated and similarly affected by 
varying experimental conditions, they may be due to 
separate mechanisms. For the present, it is advisable 
to bear in mind the possibility that the different activities 
are due to a complex of closely associated agents rather 
than one enzyme; experimental results, however, 
support the belief that diffusion in the tissues is due to 
hyaluronidase activity. 

Although it has not so far been possible to show that 
testicular diffusing substances are antigenic, anti- 

diffusing sera have been obtained by immunisation with 
Va urified diffusing substances from Cl. welchii and 

ibrion septique.** These sera have since been shown *’ 
to neutralise the viscosity-reducing and hydrolytic 
activity of these enzymes. The sera are practically 
devoid of antihzemolysin and there is no cross-neutralisa- 
tion of enzymes derived from bacterial species other than 
that against which the serum is prepared. This apparent 
specificity of the sera may be due to the fact that partially 
purified enzymes which were used as antigens may have 
been linked to other bacterial components. .Commercial 
antitoxic sera prepared against the toxic filtrates of 
organisms that produce these diffusing substances 
contain detectable amounts of anti-diffusing activity, 
and the fact that reasonably potent anti-diffusing sera 
can be produced encourages the hope that it will be 
possible to neutralise the action of these enzymes in the 
tissues. It may be mentioned here that neither 
sulphanilamide nor sulphapyridine inhibit the production 
of this enzyme by Cl. welchii nor do these drugs inhibit 
the in-vitro activity of the enzyme. 


THEIR PART IN BACTERIAL INFECTIONS 


It has been shown that the inclusion of hyaluronic acid 
in the culture medium of Cl. welchii or of streptococci 
promotes a great increase in the yield of hyaluronidase 
by these organisms.***” This ‘‘ adaptive enzyme’ 
effect bears on the pathology of infections by organisms 
that produce diffusing substances. For example, gas- 
gangrene is characterised by extremely rapid spread 
through the tissues; it appears likely that as soon as 
Cl. welchii start to proliferate in the tissues the hyaluronic 
acid there is attacked. Thus the organisms are able to 
use this metabolite, and, at the same time, by destroying 
its viscosity to increase the permeability of the tissues 
and make more of the specific substrate available. In 
addition, the presence of hyaluronic acid in the tissues 
causes the organisms to produce an increased amount of 
enzyme ; thus a vicious circle is set up which promotes 
the rapid extension of the infection. Duran-Reynals * 
correlated the invasiveness of strains of staphylococcus 
and streptococcus with the yield of diffusing factor, 
which may act in a similar manner in infections by 
these organisms. Since these enzymes hydrolyse the 
mucopolysaccharide with the liberation of acetyl- 
hexosamine their activity in the tissues may perhaps 
account for the observation that the glucosamine 
content of serum increases in some septic conditions and 
is abnormally high in pneumonia and advanced malignant 
diseases.** In pneumonia, not only does the total 
amount of circulating glucosamine increase but also 
the ratio of dialysable to non-dialysable glucosamine 
becomes larger.* 

A study of hyaluronidase production by streptococci 
shows an interesting relationship between this enzyme 
and the capsules developed in young culture by some 
strains. Hyaluronidase and capsules cannot coexist 
in cultures of the same group-A or group-C strain since 
the capsular substance is destroyed by the enzyme, and 
the inclusion of hyaluronidase from any source in the 
culture medium prevents the development of capsules 
by strains of these two groups. It appears that the 
capsules of these strains are composed of hyaluronic 
acid, which according to Seastone ***? and Kendall, 
Heidelberger and Dawson,'’ is serologically inactive. 
In this respect the capsules of these two groups differ 
from the type specific capsules of pneumococci and those 
of some of the other groups of streptococci which are not 
attacked by this enzyme and are not composed of 
hyaluronic acid. It has been suggested by many 
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workers in recent years that the virulence of streptococci 
is associated with the possession of capsules, but it is 
known that other strains which have been described as 
invasive ® secrete an enzyme which precludes their 
capsulation and at the same time increases the per- 
meability of the tissues to the organisms and their 

roducts. The respective parts played by capsules and 

y hyaluronidase in streptococcal infection can be 
unravelled only by infection experiments, but it seems 
necessary to distinguish clearly between the virulence 
or killing power of an organism and its capacity to invade 
the tissues and set up an infection which may be more or 
less localised. Many organisms can set up a fatal 
septicemia as a re sult of a trivial local lesion, but other 
infections result in extensive tissue invasion and destruc- 
tion, either without a generalised infection or with 
septicemia as a late or terminal development. It seems 
likely to be the latter type of infection which is promoted 
by hyaluronidase. 

It is known that certain artificially prepared com- 
pounds such as kallikrein,‘ diazotised proteins® and 
ascorbic acid and its oxidation products *’ diffuse in the 
skin. It has recently been shown that certain azo- 
proteins “ and ascorbic acid * ** also destroy the viscosity 
of mucoprotein preparations. The characteristics of the 
action of these and other artificially prepared compounds 
on mucoprotein and their diffusion in the skin differ in 
several respects from that of naturally occurring 
hyaluronidase; these compounds do not liberate 

reducing substances from the mucopolysaccharide, they 

diffuse in a much slower manner in the skin and their 
viscosity-reducing activity does not follow the same 
quantitative laws as that of the natural enzyme. 

O’Meara * has suggested that the “ substance B” 
postulated by him as a component of diphtheria toxin has 
properties in many respects similar to these diffusion 
factors and that they may be identical. A recent study 
of the production of this spreading factor and hyaluroni- 
dase by many strains of Corynebacterium diphtheriae ** 
indicates that it is doubtful whether an enzyme of this 
nature makes any material contribution to the symptom- 
complex of diphtheria. It seems likely, therefore, that 
if “‘ substance B ”’ plays a part in promoting the penetra- 
tion of the tissues by diphtheria toxin, it must operate 
by some means other than that of the diffusing factors of 
bacterial origin so far recognised. 

Menkin *! has recently reviewed and summarised the 
results of many years experimental work on the develop- 
ment of the inflammatory response in the tissues. He 
regards the principal sequence of events to be as follows : 


(a) Increased passage of fluid through the capillary wall 
due to elevation of capillary pressure and increased capillary 
permeability arising from the liberation of a substance that 
he has called leukotaxine by injured tissues. This substance 
is probably related to the polypeptides obtained by Duthie 
and Chain ™ from peptic hydrolysates of fibrin and other 
blood proteins. These polypeptides reproduced the two most 
characteristic features of inflammation—increased capillary 
permeability and leucocytic infiltration. It is clear that 
proteolytic processes in the body, such as those initiated by 
bacterial enzymes, will liberate similar polypeptides. 

(b) Localisation of the irritant by the enhanced passage of 
fibrinogen through the more permeable capillary wall and the 
formation of a fibrinous network walling off the inflamed area 
and occluding the draining lymphatics. This favours the 
accumulation of immune bodies and leucocytes. 

(c) The migration of leucocytes which is promoted by 
leukotaxine and the character of which is controlled by the pH 
of the exudate. 


In a study of the relation between tissue permeability 
and local immunity Favilli and McClean™ have 
shown that inhibition of the spread of diffusing factors is 
associated with the early stages of an inflammatory 
response. It is obvious that any enzyme elaborated by 
an infecting agent which tends to prevent this fixation 
and thus increases the area involved may be important 
in determining the invasive character of the infection. 
Such an enzyme may enhance the effect of the fibrinolytic 
and antifibrinogenic substances described by Dennis and 
Berberian * in hemolytic streptococci and associated by 
them with invasiveness. In conclusion, it should be 
made clear that it is not suggested that the elaboration 
of diffusing substance or hyaluronidase ‘* explains ” the 
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invasiveness of these organisms ; iti is ivvlenaiar ouky one 
of many factors involved which vary with each infection. 
This group of enzymes, however, probably do influence 
the behaviour of these invasive organisms in the tissues, 
and so play a part in the infection of wounds which 
should not be ignored. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


A MONTH ago an old love and a job took me through 
the contending tides of the two channels and the inexor- 
able rocking of Atlantic rollers to the tranquil Isles of 
Scilly. Here where once the wreckers lived, where still 
Napoleonic cannon lie about in front gardens, where 
hairy fishermen pick flowers for their meat and beer, and 
briny farmers talk of strange crops like ‘“‘ princeps,”’ 
d’or”’ and “ poeticus,” I was gripped with the 
old fascination and reverting to a habit I acquired in the 
classical upper fourth I saw the goddess of the place 
as a laughing garlanded woman—a goddess, however, 
whose hands were horny with household chores, and who 
had a large family and sons at sea. 

The last tons of the flower crop, the double-white 
narcissus and the ixias, and the new potatoes were being 
sent away, and the carts that took them to the steamer 
rattled on the grey-brown cobbles of the wharf. Scilly 
has a poor and shallow soil, it is windswept, and its crops 
have to be protected in tiny fields by hedges of veronica 
and escallonia. Its one advantage is its warm climate 
which gives early crops. A week before I was there a 
lady journalist had been over and written against this 
flower growing, stung by the rich harvest they have had 
this year. More food should be grown, she’d said, 
in an article as shallow as Scilly soil ; because cinerarias 
grow like weeds from cracks in rocks, because a variety 
of vivid mesembryanthemum falls tangled from stone 
walls, it doesn’t follow that the soil is good. Much more 
food is being grown, but to lift a bulb crop which has been 
digging itself in for a dozen years takes much labour, 
and the sons of war-time Scilly are at sea. Again flowers 


are in the same category as cinemas, horse-racing and 
tobacco—gleams of light in the blackness of total war. 

I tasted one great joy—a joy which Jenner and 
Raleigh must have felt as a satisfying surge, the joy of 
introducing something useful. I showed how derris 
root could cure the war-carried scabies in the isles. 
I had one patient, a lighthouse keeper, with avitaminosis, 
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and when I had questioned him about his food I felt like 
sending a warning to the master mariners of Trinity House. 
One tense moment I shall not forget. I was standing 
among the flowers with the bacteriologist in Holy Vale, 
one fine afternoon, talking of viruses. Suddenly far 
away we heard a bugle like the poignant fading of a 
fiddle note. The Last Post—a young flight-sergeant 
washed .up on Bryher, two months ago. As [ left the 
islands and saw their loveliness hardening into outline, 
I wondered if England had used these outposts as she 
should. A sanatorium on Samson? A public school on 
St. Agnes, where the children of our race could recapture 
the inspiration of its founders ? The Scillies always make 
one dream, and the dreams have a quality of simpleness 
and sanity, making mainland notions seem a little mad, 
like their strange conception of the masculinity of gods. 


* 
After a nearby bomb had shot a small girder through” 


the laboratory roof and a lump of concrete had landed on 
the galvanometer it was not easy to continue research. 
Makeshift repairs were done to the roof and windows— 
the windows indeed were put back three times owing to 
subsequent blasts—and though the clinic now stands 
isolated patients continue to come. Interruption of 
research left time for other pursuits—time to scour the 
grass verges of the roads near my country cottage for 
rabbit food. Dandelion, cow-parsley, hog-weed, flower- 
ing nettle and grass were to be had in plenty and with 
sack over shoulder I would trudge home with their break- 
fast. There were six does and about forty young ones to 
keep going and corn rations have been reduced to a very 
small amount. For four does the amount is 28 lb. for 
two months, for eight does 56 Ib. ; but for six does one 
only gets 28 lb. What an incentive to return eight on the 
form. Besides there are plenty of does among the young 
coming along. Hay is unobtainable, so one falls back on 
peat litter to keep the hutches dry and clean. A long 
wire run, put out on the grass, allows the young ones 
plenty of exercise. An old blue Bevin doe is a splendid 
mother, but she does her best to scratch the hands that 
feed her. Whether the doe be white, blue or grey, a 
black buck occasions all the children to be black or.dark 
grey : a very dominant fellow. A grey buck has whites 
and blues and black among his offspring. 
* 

Five months have gone by since I came to the island— 
five months during which I have grown used to the 
forked-radish aspect of my potential patients in their 
slacks and pixie bonnets, to the redundancy of their 
complaints: ‘‘ the bladder cramp ’”’ “ the gall” the 
wind.” This last complaint is contracted I think out of 
sympathy with the natural variety which rarely leaves 
this wind-scoured spot. So permanent a part of the 
landscape is it, that it ceases to be an occasional nuisance, 
and becomes a personality with varying moods—peevish 
from the east, coldly annoyed from the north, bursting 
into gargantuan rage as it roars down the valley from the 
north-east—yet never cold. The Gulf-stream gets the 
credit for this relative balminess, but I have spent so 
many shivering holidays in places that claimed a semi- 
tropical climate owing to its benign influence that I 
packed my trunks with better and thicker bedsocks, 
woolly scarves, and warm but glamourless underwear. 
These have since reposed in a trunk and will no doubt end 
as a banquet for the moths. My opinion on the mildness 
of the climate is not shared by some of my patients. I 
visited in her billet afew rainy days ago one who was quite 
unrecognisable behind a pink knitted nosebag that 
obliterated the whole of the lower part of her face; a 
thick woolly scarf passed under the chin and tied on top 
of the head completed the disguise. In a muffled voice she 
informed me that it warmed the air, and prevented 
‘* influxion of the lungs.’’ Thirteen blankets, two vests, a 
nightdress, and two cardigans, also guarded her against 
any possible lung trouble. When I suggested discarding 
some of these layers, and opening the window she told me 
indignantly that she had a temperature. I was not 
surprised, perspiration beaded my upper lip through 
looking at her. It was a relief to get out into the windy 
street again. ‘‘ You see it scutches right up the valley,” 
quavers the oldest inhabitant as she peers over the wall, 
watching me prick out a few lettuces. ‘“‘ that’s what it 
loes, scutches up the valley.’’ She is ninety-two, spry 
as a weasel, and keenly interested in all my doings. er 
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late Victorian conscience does not approve of this way of 
spending Sunday morning, but the disapproval eludes her 
before she has had time to track it down. ‘‘ I remember 
a lot of wars,’’ she informs me gleefully. ‘‘ Not that I 
exactly remember the Crimea—I were only a mite you 
see—but I do remember lots and lots of wars, aye I do.” 
She pauses, and her lined old face clouds. ‘I reckon 
this be the worst on them all. My grandchildren tell me 
about these foreign parts—this ’ere Greece now—but it’s 
no use my trying to talk about it, there weren’t the 
book-learning in my young days—I shan’t never know 
where Greece is.’’ Reflecting that many people would 
like to be ignorant as to the whereabouts of Greece, I 
watch her scurry away, her stick beating a sprightly 
measure on the stony lane. 


Outpatients are held in the erstwhile dining-room of a 
boarding-house, now converted into a hospital. Stripped 
of every sign of its past glory, and filled with austere 
clinical equipment—a couch, a naked pair of scales, and 
all the usual instruments of torture—the boarding-house 
still triumphs. Phantom boarders, ambushed behind 
ghostly aspidistras, raised shocked eyebrows as I order 
the patient to get undressed. If we ever have a V.D. 
clinic I shall insist on holding it in another building, the 
thought of mentioning the pale spirochete in these 
refined surroundings is quite unthinkable. 

Outpatients remain outpatients, unaffected by creed, 
clime, or nationality ; that is to say, that they are com- 
posed of a majority of fit people who think they are ill, 
and a minority of ill people who try to pretend they are 
fit. The former class come merely to spoil the Egyptians 
with their never-ending uests for medicine and milk ; 
the request for milk usually falls on deaf ears as the 
applicants invariably turn the scale at thirteen stone. 
Humour is often supplied by the patients’ English: one, 
when asked when her next period was due, replied 
gravely, ‘‘I await him next week.’ Another patient 
entered into a long and involved gynecological history 
that included having ‘‘ her wound scratched ”’ in 1934. 


Near the camp is an ancient castle. Fortunate enough 
to have escaped the despoiling hand of another dictator, 
Cromwell, it is in a perfect state of preservation. The 
moat, the keep, the portcullis—all are intact, and guard- 
ing these antiquities is a custodian; a species always 
worth studying for the pearls that fall so thickly and 
unconsciously from their lips. This one proves a high 
spot in my collection, and I trail round after him in a 
maze of ecstasy as he praises the ‘‘ introspection ”’ of the 
Normans when they built a well in the centre courtyard, 
and so safeguarded themselves from defeat by thirst. 
In a resounding voice he recites us bits of poetry, and 
shows us photographs of visiting royalty. ith a 
spatulate finger he points out ‘‘ King Teddy ”’ and some- 
one else whom he refers to with respectful familiarity as 
** K.G. the 5th,” it is not till I catch sight of a well-known 
bearded face that the penny finally drops. Up and up 
we go till we come out on the battlements, and here for a 
minute I cease to hear his absurd patter as I look out over 
the country spread below us. An aeroplane is throbbing 
somewhere high up in the cloudless blue sky, soldiers are 
drilling in a corner of the castle green, a man is driving a 
flock of sheep across the harbour bridge, and, as the 
silly things twist and turn, the flat penetrating bark of 
the sheep-dog rises in the still air. On these walls 
soldiers have waited for the Red-shanks to come pouring 
over from Scotland, waited for all the other moments of 
drama and crisis in the past seven hundred years—and 
are still waiting. Peering through a slatted gate that 
shuts off a corner of the main tower, we can see a tele- 

hone, a tin hat, and a service respirator. The custodian 

indicates it carelessly with his thumb. ‘ The Home 

Guard—they takes it in turns.” 


* * 


This total war is having a remarkable effect on the 
rices of second-hand goods—the old-clothes dealers 
ereabouts have sold out and shut up shop, but it is 

the old-car and old-typewriter dealers who clamour 
most loudly for our cast-offs. In the film ‘“ Edison 
the Man” he invents the electrical tape machine 
and takes it to town wanting $2000 for it; his young 
woman says: ‘‘ Tell them to make an offer.’”’ They do, 
and offer $40,000; Edison is so surprised he cannot 
speak, but they think they have not offered enough 
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so they go to $50,000, then after a while to $60,000 
which is accepted. As the big business man hands 
Edison the cheque, he says ‘‘ you may know Mr. Edison 
we were prepared to pay $100,000 for your invention.” 
Edison replies ‘* you may know I was prepared to sell it 
for $2000.” The same kind of thing happened when I 
took a second-hand typewriter along to be sold the other 
day. It had cost £10 four years ago, and I was expecting 
to get £3 10s. for it. The man looked at it, and then 
asked me to make an offer which—since he was the one 
who knew the value and not I—annoyed me; so I 
doubled my figure, and when he showed no surprise when 
the word ‘** seven’ came out, I added on the odd fifteen 
shillings. I thought he would explode, but he accepted my 
figure cheerfully. Remembering Edison I told him I had 
been expecting £3 10s. for the machine, and asked how 
much he would have gone to. ‘‘ Ten pounds,”’ he replied. 
In fact the bargain had that pleasant eastern flavour in 
which both sides feel they have done rather well. 

~ 

I happened recently to be listening vaguely to a 
German news announcer whose voice was overpowering 
the soothing strains of some chamber music, when I was 
struck by a remark he made, stating that in the last big 
London raid the Unteroffizierschule had been badly 
damaged by high explosives. The literal translation of 
this word being the college of N.C.O.’s, I found myself in 
a puzzled state of mind for the remainder of the evening. 
A few days later, having forgotten all about it, I was 
travelling in a bus and overheard a lady reproving a 
contemporary. ‘‘ You should know better,’’ she said, 
“than to think all N.C.O.’s are sergeants!’ This 

hrase set me thinking and then of course I saw it all. 
he German listener, earnest fellow, heard the announce- 
ment that the Royal College of Surgeons had been hit. 
And, after all, is not one fellow of the college known as 
Serjeant Surgeon ? 
* 

One of the lesser tragedies of war is that death may 
come so suddenly that we have not time to give to the 
world our valued little secrets. I remember going down 
to Colchester and on the train I fell in with an old man 
on a gourmandising trip to the oysters, which were 5s. 
a hundred in those golden days. We talked of Oysters 
as a dearly loved mutual friend. Just before we parted 
he leant over and tapped me on the knee: ‘‘ You know 
I think they taste even better when they repeat.” 
Valuable little confidences like that. I remember 
wallowing in a hot bath after a rugger match when one 
of my fellow wallowers made a remarkable discovery : 
‘If I scratch my umbilicus I get an intense irritation at 
the anus.’’ And it wasso. I have often wanted to give 
this reflex to the medical world, and find out from the 
anatomical what nerve tracts are involved. Then I, 
too, have my personal secrets. I should not like to go 
to the grave without telling of my great household dis- 
covery: how bits of cinder, taken from a dead fire, 
stored in a jam jar of paraffin, can be used one by one as 
firelighters. It is infallible, and I got a great reputation 
as a firelighter from a hidden jar in the wet camping 
season of 1936. Then I should like to proclaim to the 
world that for the last ten years I have never used any- 
thing except ordinary soap and elbow grease for cleaning 
my teeth, and two months ago when for the first time for 
six years I went.to ‘“‘ Nittle Wider-Pease ’’ he found them 
undented by decay. Finally, in case I am snatched from 
the current of time I feel T should bequeath to my pro- 
fessional brethren my technique in answering the tele- 
phone bell. To answer in your own voice is to be left 
defenceless in case of an unurgent call, and few people 
can disguise their voices effectively. Now—grip the 
telephone in your right hand and your nose in your left. 
‘Is the doctor in?” ‘ I don’t think he is, but I'll go 
and see. Who is it speaking, please ? ’’ says a strange 
nasal voice that you wouldn’t recognise yourself. Lay 
down the phone and tap with your foot on the floor, 
diminuendo. That is Nosey going away to find the 
doctor. You may breathe naturally now and think the 
matter out. After a suitable interval you tap on the 
floor with your foot again, this time crescendo, pick up 
the phone, and (a) gripping the nose as before: ‘‘ I’m 
sorry, the doctor isn’t in at present. Can I take a 
message, Mum ?”’ or (6), in your own voice: ‘“* Hullo, 
Jones, about that match on Saturday. .. .” 
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THE honours list issued on June 12 contains the 
following names of members of the medical profession :-— 


K.C.M.G. 
FRANK SANDLAND Hong, M.B. Adelaide. 
Consulting physician to the Adelaide Hospital. i 
Harovcp Scorr, M.D. Lond., F.R.C.P., D.P.H., D.T.M. & H. 
Director of the Bureau of Hygiene and Tropical Diseases, 
London. 
K.C.L.E. 
Gorvon Gray Jotty, C.I.E., M.B. Edin., D.P.H., 


Director-general of the Indian Medical Service. 


KNIGHTS BACHELOR 
ALEXANDER Stuart Murray MacGrecor, O.B.E., M.D. Glasg., 
F.R.F.P.S., D.P.H. 
Medical officer of health for Glasgow. 
Henry Manson-Baur, C.M.G., D.S.0., M.D. Camb., 
F.R.C.P., D.T.M. & H. 
Consulting physician to Colonial Office. 
Joun SEBASTIAN Bacu SrorprorD, M.B.E., M.D. Manc., Hon. Se.D. 
Dubl., F.R.S. 
Vice-chancellor of the University of Manchester. 


C.M.G. 
JOHN CAMPBELL Hastam, M.C., M.D. Edin., F.R.C.P.E., 
Director of medical services, Northern Rhodesia. 

James Batrour Kirk, M.B. Edin., M.R.C.P., D.P.H., D.T.M. & H. 
Director of the medical and health department, Mauritius. 
C.LE. 

Lieut.-Colonel CopanpA Mapian Ganapatuy, M.C., M.B. Edin., 

.M.S. 


Director of public health, Madras. 

Lieut.-Colonel Mark ALLEYNE NicHoLson, M.B. Lond., D.P.H. 
— medical officer in Central India and residency surgeon, 

ndore. 

Lieut.-Colonel CAMERON MacponaLp Nico, M.D. Aberd. 
Lately director of public health in the Punjab. 

Major-General Hueu Srort, O.B.E., M.D. Lond., F.R.C.P., D.P.H. 
Surgeon-general at Madras, and lately principal of the King 

George Medical College, Lucknow. 
Lieut.-Colonel Gzorce VEeRGHESE, M.D. St. And., D.P.H., D.T.M. 
H 


& H. 
Director of health and inspector-general of prisons, Orissa. 


C.B.E. 
Prof. A. V. Bernarp, O.B.E., M.D. Malta, D.P.H., D.T.M. & H. 

Chief government medical officer for Malta. 

James ALison GLoveER, O.B.E., M.D. Camb., F.R.C.P., D.P.H. 

Lately senior medical officer to the Board of Education. 

Joun CrawrorD Knox, B.Sc. Glasg., M.B. Leeds, D.P.H. 

Hon. consultant adviser to Secretary of State for Scotland-for 
emergency hospitals organisation, and medical superintendent 
of the Royal Infirmary, Aberdeen. 

Artuur Massey, M.D. Leeds, D.P.H. 

Medical officer of health for Coventry. 

Harris MuNDEN MospDELL, M.D. Toronto, L.M.S. Newf’ld. 

Secretary for public health and welfare, Newfoundland. 

ALBERT WILLIAM Suvuaae, M.B. Melb. 

Hon. medical officer to the Children’s Hospital, Hobart, 
Tasmania. 

O.B.E. 


Mrs. Erxet Cassie, M.D. Edin., D.P.H. 
Senior assistant medical officer of health (maternity and child 
welfare) for Birmingham. 
Tuomas Hersert Davey, M.D. Belf., D.T.M. 
—_ Sir Alfred Lewis Jones research laboratory, Sierra 
one. 
Lieut.-Colonel JosepH Martin Reeves Hennessy, L.R.C.P.E., 
-M.S. 


Civil surgeon, Jubbulpore, C.P. 

Harry Brown HerHerineton, M.B. Toronto, M.C.P.S. Ont. 
Senior medical officer for the Solomon Islands. 

Hopivatta, M.B. Bombay, D.P.H., 


Medical officer of health for Aden. 
AnpDreEw Leste Dykes, M.D. Edin., D.P.H. 

Hospital officer for the southern region of the E.M.S. 
Lieut.-Colonel Ian Fraser, M.D., M.Ch. Belf., F.R.C.S., F.R.S.E. 

Commissioner of the St. John Ambulance Brigade for 
N. Ireland, and assistant surgeon to the Hospital for Sick 
Children, Belfast. 

Tuomas Ritcure RopGer, M.D. Glasg., F.R.C.S.E., J.P. 

Chairman of the Hull and district juvenile advisory com- 
mittee, and consulting surgeon to the ear, nose and throat 
department of Hull Royal Infirmary. 

JoHN ALEXANDER Scort, M.D. Lpool, D.P.H. 
Medical officer of health for Fulham. 
Major AvGcustvs BeErritt SHEPPARD, M.B. Melb., 
F.R.C.S.E., 1.M.S. 
District medical.officer, Madura, Madras. 
Husert Cecit Maurice M.R.C.S., D.P.H. 
Medical officer Of heaith for Southampton. 
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Letters to the Editor 


THE FUTURE OF GENERAL PRACTICE 


Str,—To me the most significant paragraph in Dr. 
Harry Roberts’s glimpse of the future is his quotation 
from Barbusse which emphasises the importance of the 
individual man in any collective organisation. Few will 
dispute this in theory but in playing the game of medical 
service designing, so popular at present, the importance 
of the individual is not always duly regarded. In the 
E.M.S., for example, classification of patients tends to 
be based on the pathology of tissues rather than on com- 
plete individuals, and on the staff side a small number of 
consultants are asked to attempt a degree of clinical 
supervision quite beyond the powers of any one man. 
Application of the methods of big business to professional 
spheres stultifies those members who are not at the top 
and sometimes reduces well-meant supervision to mere 
interference. 

The size of an organisation or of its parts should be 
related to the individuals who compose it ; each member 
should be given opportunity to attain the full stature 
of which he is capable. The Nuffield Trust proposes to 
establish large regions for hospital purposes. In the 
centre will be a ‘‘ key ’’ hospital, surrounded by a large 
number of satellite hospitals devoted to different pur- 
poses, where the “‘ cases ”’ will be moved about like the 
parts of a motor-car on a moving belt. The staffs of 
the key hospitals will dominate the professional lives of 
those attached to the subordinate hospitals, giving a 
small number of men the chance of brilliant careers but 
thwarting the development of the great majority. An 
area stretching from Carlisle to Anglesey and centring 
on a key hospital in Liverpool has been suggested as 
one region. If this is typical of what is to happen 
— England the scale of the error will be very 
arge. 


Liverpool. Henry H. MAcWILLIAM. 


MEDICAL PLANNING RESEARCH 


Sir,—The nature of the war has made it clear that a 
considerable degree of peace-time reconstruction of all 
kinds will be inevitable, and the Government have 
already recognised this by the appointment of a cabinet 
minister to inquire into some of its aspects. Medicine 
will unquestionably be affected and we feel that serious 
consideration should be given now to its future needs. 
There are many signs that the younger doctors in the 
country appreciate this and it is our aim to collect and 
coérdinate their thoughts so that they can be clearly 
stated at the proper time. We are aware that the 
B.M.A. have set up a planning commission, and other 
bodies have set up committees with similar purpose, but 
we feel that there need be no conflict. While we wish to 
emphasise the views of the younger half of the profession 
we also hope to enlist the sympathy of many of our seniors, 
and will welcome their support and criticism. We 
therefore invite all who agree with our guiding principles 
to join us. Our principles are three : 

1. In assessing the past, and in planning the future, we will 
proceed by scientific methods. We will collect all available 
evidence, we will believe according to the evidence, and we 
will admit ourselves wrong whenever we are shown to be so 
by the evidence. As far as is humanly possible we will 
examine all proposals (and the evidence on which they are 
based) without prejudice. We will give to tradition and 
eustom their due weight, but not more than their due weight, 
and we will not disregard a thing merely because it is old, nor 
regard a thing merely because it is new. By so doing, we 
hope to avoid unseemly squabbling and makeshift compromise, 
and at the same time achieve a high degree of unanimity. 

2. We regard committees, congresses and meetings as 
valuable for exchanging ideas, but of much less value for 
scientific research, executive work or practical planning. 
Our decision is reinforced by the practical difficulties of 
geography and transport which make such meetings impossible 
at the present time. Our proposed plan of campaign, out- 
lined below, enables all who care to do so, including doctors 
serving in the Forces at home or abroad, to express their 
considered views and the reasons behind their views. 

3. The first consideration of all planning and proposals 
must be the maximal benefit of the maximal number of 
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patients. The second consideration must be the conditions 
of work of those who serve the patients (doctors, nurses, lay 
administrators, almoners, technicians, &c.). Where these 
two clash the first must have precedence, But unless both 
are considered the first will be nullified. 

Since we wish to press our claims on their merits as 
objective, scientific and practical proposals, rather than as 
having the backing of so many thousands of supporters, 
we invite only those who are prepared to codperate 
actively to join in our research. Coéperation can take 
either or both of two forms. We give below a list of 
subjects which we propose to consider. Any member 
may choose one or more of these subjects and prepare a 
draft report (giving a summary of the present situation 
together with his proposals for the future). The time 
allowed for this preliminary drafting will be 3 months. 
It is hoped to have at least 3 drafting members reporting 
on each subject, and on the major subjects considerably 
more. When the drafts on each subject have been 
received they will be collated and a single “ preliminary ”’ 
report prepared. The work of collating will be carried 
out by an editorial group composed of the signatories of 
this letter and any who will volunteer to join them. 
Each of these preliminary reports will be submitted to 
all members for comment and criticism. The criticisms 
and comments will be studied, and wherever they are an 
improvement on the preliminary reports they will be 
embodied. Thus a series of final reports will be pre- 
pared, and we hope to issue these as a book. When this 
stage is reached our task will be ended. 

Ordinary or critical membership is open to all. It is 
intended that in most cases drafting membership will be 
for any doctor or dentist who has been qualified less than 
21 years, or for any final-year medical student, nurse, lay 
administrator, almoner, dispenser, hospital technician, 
or other person interested in or connected with our 
health services, who is not over 45. The membership 
fee in either case is 10s. 6d. This is necessary to cover 
clerical costs and postage ; further, we believe that those 
who have something worth saying will think it worth 
while to pay 10s. 6d. to say it, and that those who have 
not will not. Prospective members should send their 
subscriptions to Dr. Kenneth Perry, The Connaught 
Hospital, Walthamstow, London, E.17. Critical mem- 
bers must bear in mind that they can anticipate nothing 
beyond a receipt for at least 5 months; only then will 
the first preliminary reports be ready. All members 
should keep Dr. Perry informed of changes of address. 

Drafting members should name their subject or sub- 
jects at the time of paying their subscriptions. They 
will then receive detailed marching orders and suggestions 
—which, of course, they will be fully at liberty to dis- 
regard. In general we will ask them to pursue the 
scientific method of collecting evidence and basing their 
conclusions upon it. In this connexion we can recom- 
mend the P.E.P. report of 1937, or in shorter form the 
summary by S. Mervyn Herbert “ Britain’s Health ” 
(Pelican 6d.). 

The subdivisions of our problem which we propose, 
and from which we invite our drafting members to take 
their pick, are as follows : 


(A). GENERAL PROBLEMS 

1. Medical needs of the population.—The postwar popula- 
tion; the distribution of the population; the population’s 
needs, in terms of doctors (general practitioners, consultants, 
specialists, research workers, public health workers), dentists, 
nurses, almoners and social workers, clinics, hospital beds, 
environmental services, nutritional services. 

2. Capacity of the population to pay for its needs.—The 
national income, the proportion spent on the health services, 
how it is collected, how it is spent, the individual capacity to 
pay; the proportions of the population in different income 
groups ; family budgets. , 

3. How should the population pay ?—The patient’s point of 
view : cash payment, insurance, rates, taxes. The doctor's 
point of view: fees, capitation fees, salaries, for G.P.’s, 
consultants and specialists, hospital staff, public-health 
workers. Grading of patients on capacity to pay. 

4. How should the population be served ?—General practi- 
tioners; free choice of doctor; clinics; health centres ; 
small hospitals ; large hospitals; hospital groups. 

5. How should the services be distributed ?—Chance, tradi- 
tion, planning, Jocal authorities, regional authorities. 


_| 
ild 
Ta 
E., 
H., 
E. 

for 
sick 
om- 
roat 
elb., 


802 THE LANCET] 


6. Administration.—The nat for individual autonomy ; A 
the need for local autonomy ; team work ; the firm in general 
practice ; the firm in hospital; medical ‘and lay administra- 
tors; committees (advisory and executive, small and large, 
medical and lay); authorities (local, regional, national) ; 
forms and red tape. 


(B). SPECIAL PROBLEMS 

7. Hospital Services.—Regionalisation, unification of con- 
trol, unification of finance, regional hospital authorities, 
national hospital authorities; size of hospitals, nursing- 
homes, dispensaries, hospital groups, town or country hos- 
pitals, design of hospitals, preservation of traditional features 
(names of hospitals, wards, &c.), special hospitals (as part of 
hospital groups, as national specialist centres of teaching and 
research) ; outpatient services, appointments for outpatients, 
clinies ; emergency services, the non-urgent patient, waiting- 
lists; ambulance services; medical superintendent or firms 
and units, resident medical officers and resident surgical 
officers, medical or lay administrators ; hospital committees 
(lay, medical); internal administration of hospitals; con- 
sultant and specialist services (in hospital, in the home, 
consultoids, Harley Street”); the “ private patient ”’ ; 
medical staff (part-time, whole-time) ; resident medical staff ; 
continuity of treatment ; hospital records, clerical assistance 
for medical staff. 

8. Specialist Services.—The apportioning of beds according 
to the needs of the patients, need for flexibility within hospital 
services according to changing needs of the population. 
General medicine, general physicians or special physicians ; 
diseases of the chest, tuberculosis services (tuberculosis 
officers, sanatoria, Papworth, the employment of the tuber- 
culous in sanatoria), cardiology (cardiac invalidism) ; gastro- 
enterology ;. biochemical medicine ; neuropsychiatric services 
(neurology, psychiatry, psychotherapy, oecupational therapy, 
child psychiatry and child guidance ; institutional treatment ; 
neuropsychiatric clinics ; mental hospitals ; defective institu- 
tions ; epileptic colonies ; prisons and criminal psychopathic 
hospitals; the case for a combined service with periods of 
work in each type of institution; the psychopath at large) ; 
arthritic services (physiotherapy, hydrotherapy, spas) ; fever 
services; pediatric services; school medical services ; 
venereal services ; dermatological services ; tropical diseases ; 
convalescence ; rehabilitation; the chronic sick. General 
surgery, general surgeons or special surgeons; anesthesia ; 
cancer; traumatic surgery (fractures, burns); orthopedics ; 
care of the crippled and permanently incapacitated ; plastic 
surgery ; massage and physiotherapy ; pulmonary surgery ; 
cardiac surgery ; abdominal surgery ; genito-urinary surgery ; 
cranial surgery ; ear, nose and throat (tonsils and adenoids, 
the deaf and dumb); ophthalmology (spectacles, opticians, 
the blind) ; gynecology and midwifery (institutional, domicil- 
iary, the midwife), maternity and child-welfare services, 
abortion, birth control, sterilisation, euthanasia, eugenics ; 
radiology (who should interpret radiograms, radiotherapy, 
radium, radiographers); pathology, bacteriology, biochem- 
istry, clinical pathology, laboratory technicians, transfusion 
services; dentistry (as part of a national health service, 
internal problems); pharmaceutics (dispensers, cash chem- 
ists, manufacturing chemists, patent medicines). 

9. Medical Education.—The supply of students; cost of 
medical training ; preclinical studies ; clinical studies ; social 
studies ; environmental studies ; apprenticeship in practice ; 
examinations (multiplicity, bookishness, cramming); post- 
graduate training (retresher courses, foreign travel) ; mixed or 
unisexual medical schools; university hospitals; research ; 
the film in medical education. 

10. General Practice.—Single-handed or firm; the locum ; 
the assistant; sale of practices; pensions for G.P.’s; scope 
of general practice; need for consultants; pathology in 
general practice ; G.P. specialists; G.P.’s and hospitals ; the 
panel and its extension; number of patients per doctor ; 
certificates ; dispensing; the panel from the patient’s point 
of view (sickness benefit, additional benefits, approved 
societies) ; contract practice, clubs; workmen’s compensa- 
tion; domestic help tor the sick; should the G.P.’s run the 
clinics ?; coérdination of G.P.’s (panel committees, regional 
medical officers); special war problems (shelter doctors, 
evacuees). 

ll. Environmental Health Services.—Local authorities or 
regional authorities; duties of the M.O.H., size of M.O.H.’s 
area; sanitation (rural problems, water-supply, refuse 
disposal) ; food (protection, nutrition, school meals); epi- 
demiology ; vital statistics; port health authorities ; industrial 
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medicine of holidays, unemployment and 
health, health education, physical education) ; medico-legal 
services (coroners, medical witnesses, medical assessors, need 
for an institute of forensic medicine). 


12. Medicine and the Defence Services.—R.N.; R.A.M.C. ; 
R.A.F.; Ministry of Pensions; I.M.S.; Colonial; Merchant 


Navy. The case for a combined service with periodical work 
in each. 

13. Nursing Services.—Recruitment, training, payment, 
pensions ; domiciliary nursing (district nurse, private nurse) ; 
health visitors; specialised nursing (fevers, tuberculosis, 
chronic sick, mental ; midwives; industrial nurses; seasonal 
features of nursing; need for a pool of nurses; the male 
nurse. 

14, The Almoner and Social Services.—Recruitment, train- 
ing, payment, pensions, scope of work; specialised social 
work (mental health, family visiting, social research). 

15. Miscellaneous Problems.—The E.M.S.; the state’s 
liability in war; ancillary medical services (opticians, 
masseurs, chiropodists, laboratory technicians, &c.); special 
problems of medical research (‘‘ pure,’ clinical, social) ; 
attempts to combine teaching, administration and research ; 
health services in other mr rae ; medical missions ; High- 
lands and Islands medical service ; Gloucestershire ‘medical 
services ; Nuffield Provincial Hospitals Trust; Pioneer 
Health Centre, Peckham. 


The list is a formidable one. With its 15 main head- 
ings and some 320 subject headings we hope that it is 
fairly comprehensive. Experience may show that it 
needs revision, and we are ready to admit errors of 
omission or commission. There has inevitably been a 
small amount of overlapping, where the same subject 
requires consideration from more than one aspect. The 
list illustrates the size and complexity of the problems 
which have to be studied; as a corollary it illustrates 
how essential it is that planning for the future should be 
done as a large-scale codperative research rather than as 
a series of isolated efforts 

it is, of course, open to a drafting member to choose a 
main heading, or several subject headings. Even if each 
drafting member undertakes a wide subject or range of 
subjects, we shall need a large number of such members. 
If any drafting members also wish to undertake the 
work of assessing, collating and subediting reports they 
should indicate this when writing to Dr. Perry. 

The signatories of this letter were recruited solely by 
personal contact. They make no claims to represent the 
whole profession, and while they are drawn from as wide 
a circle as possible there are necessarily many gaps to be 
filled. They profess no sectional interests. 


Srpney Apranams L. A. G. PHILurrs 
STANLEY ALcock W. W. HayEs Hues Ramsay 
STANLEY ALSTEAD AxastTarR Hunter A. H. T. Ross 
G. O. BARBER DonaLtp HunNTER SMITH 
R. H. R. Betsey V. M. 8S. Kine Auan F. SHrrras 
FraNK BopMAN W. N. LEAK A. H. M. Sippons 
R. E. Bonnam- C. G. Learoyp Cuarity Taylor 
CARTER A. Davip Le Vay SrerpHen TayLor 
E.J.R.BurrovucH Duncan G. Leys A. R. 
W. Carp A. MacDoNALD THOMSON 
GEORGE Day D. McGavin Doris M. THorn- 
Ricuarp H.Dosss TON 
S. C. Dyke ANDREW R. E. TUNBRIDGE 
J. A. Fatui GeraLp Parsons- J. 
A. F. Fosver- SMITH H. J. Voss 
CARTER J. E. G, Pearson 
A. 8. Kenneth M. A. WILSON 
J. R. G. Harris PERRY Henry WILSON 


SULPHONAMIDE RASHES 


Srr,—Many workers who have observed the effects 
of sulphonamide compounds in large numbers of cases 
will challenge some of the observations made in your 
leading article last week. If the treatment of a particular 
case with sulphonamide is justifiable, then the cessation 
of chemotherapy solely on account of the appearance of 
a rash is not justifiable. The majority of drug rashes 


seen during the administration of sulphonamides are 
due to sensitisation and will clear much more rapidl 

on desensitisation by continued therapy than they will 
if the drug is withdrawn. Further, the patient may 
remain sensitised for long periods if 


the treatment is 


discontinued and symptoms, which may even be alarming, 
frequently occur if a sulphonamide is administered several 
months later—a not unlikely occurrence in these days 
of chemotherapy. If the rash is due to drug retention 
sulphonamide therapy should not be continued and 
elimination can be hastened by an increased fluid intake. 
Werner (Lancet 1939, 1, 18) has described a simple 
urinary test which can be of value in indicating the 
possible cause of a particular rash. Rashes which are 
associated with photosensitisation usually occur before 
the eighth day of treatment, and it is customary to 
stop administration in these cases also. In all cases of 
suspected sulphonamide rash, the blood-picture should 
be examined but in the majority of cases there will be no 
contra-indication to the continuation of treatment, and 
in fact it would be better continued. In my experience 
the differential diagnosis of sulphonamide rashes is some- 
times extremely difficult and reliance on Koplik’s spots 
is probably of theoretical value only. It not infrequently 
happens that the patient withholds information from a 
second practitioner that he is taking a sulphonamide and 
several of my patients have thus been sent to fever 
hospitals with a diagnosis of one of the common 
exanthemata. The more general use of Werner’s test 
would help to minimise these mistakes. 


London, W.1. ‘ Davip ERSKINE. 
** SCIATICA ”’ 


Sir,—To answer all the questions raised in Mr. 
Bankart’s letter would need not a letter but a mono- 


graph: and whatever we understand by the term 
“ sciatica ”’ the time is not ripe for that. But a few 
comments may serve to clear the ground. In the first 


place, no-one need be distressed by the suggestion that 
he is ‘‘ out of touch with a great deal of modern thought 
and writing on the subject,” even if the magic word 
‘‘ research ’’—as preferred by Mr. Kellgren—be sub- 
stituted for ‘‘ thought.”” Viewed, as this problem should 
be, against the general background of neuropathology, 
much of this thought and writing is singularly uncon- 
vincing and some of it irrelevant. It is in itself out of 
touch with the problem. At the same time, no-one will 
dispute that as a title “‘ sciatica’ has come to require 
precise definition. Until we have this we cannot dis- 
cover with any certainty what the thought and the 
research are all about, and whether or not they have 
anything to do with disorders involving the sciatic nerve. 
Apparently, in some cases they have nothing to do with 
them. Yet even a definition seems scarcely enough. 
Today numerous states of disordered function of the 
nervous system, with or without structural change, have 
been found to provide other than purely neurological 
problems. They have thus come to be studied by 
observers unfamiliar with the known modes of reaction 
of the nervous system to disease, with the inevitable 
result that a number of ad hoc, and often fantastic, 
hypotheses have gained currency that have no relation 
to the general body of neuropathology. Sciatica is an 
example of this, but it is by no means the only one, for 
we have seen the same thing in the case of beri-beri 
and other varieties of polyneuritis. Therefore defini- 
tion of our terms of reference and contact with neuro- 

thology—familiarity with the material of study and 
its modes of behaviour—-are surely necessary prelimin- 
aries to any useful consideration of sciatica. It is 
perhaps the salient feature of much modern study of 
sciatica that it has dispensed with both, and the word 
** sciatica ’’ has come to mean so many things that it is 
in danger of meaning nothing. I cannot agree with Mr. 
Bankart that this state of affairs is progress, unless it is 
progress towards confusion. 

Hitherto all neurological writing has taken for granted 
that by sciatica we refer, at least, to disorder of function 
of the sciatic nerve or of its component elements ; and 
if we are to keep a rational use of the term we must get 
back to this basic notion. Some have sought to dis- 
— between a sciatica that is pain only, a neuralgia, 
and a sciatica that is the clinical expression of an under- 
lying interstitial neuritis of the nerve or its component 
tg Thus, in Kinnier Wilson’s recently published 

k, we read of “ sciatic neuralgia ’’ and of “ sciatic 
neuritis.”” But it is clear that he drew no essential 
pathological distinction between the two, both being the 
expression of interstitial neuritis. He also allowed of 
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the categories of ‘‘ symptomatic ”’ sciatica, and of pain 
referred along the course of the sciatic nerve where the 
nerve itself was not involved in any disease process. 
Sciatic neuritis being a non-fatal illness our knowledge 
of its morbid anatomy and of its causation are admittedly 
less than we should like. Still there is clear evidence 
that an inflammatory reaction of the nerve coverings 
is more than a figment, and various naked-eye and 
microscopic changes have been described. Those who 
maintain that there is no such process, and no symptom- 
complex expressive of it, assert no more than their 
imperfect acquaintance with clinical medicine. 
Neurologists recognise the occurrence of pain referred 
along the course of the sciatic nerve and arising from local 
lesions not directly involving the nerve, but they would 
probably maintain that this state of affairs is patho- 


_ logically distinct, and clinically distinguishable, from 


true sciatic neuritis, and should not be spoken of as 
sciatica. Finally, they admit a ‘‘ symptomatic ”’ sciatica 
in which the nerve or its component elements are in- 
volved by the extension to them of inflammatory or 
neoplastic lesions arising outside them; or by com- 
pression, as by a herniated intervertebral disc. Here, 
also, neurologists would mostly maintain that this 
symptomatic variety is clinically distinguishable from 
true sciatic neuritis, which is an illness with quite 
characteristic behaviour. I submit, therefore, that 
clarity of thought and expression will be best served by 
restricting the term “sciatica” to this interstitial 
neuritis, adding the qualifying term ‘‘ symptomatic ” 
in the circumstances detailed above, and that we do not 
use it for cases of pain referred along the nerve where 
this is not itself the seat of disease or damage. 

As to the sciatica of lumbar spondylitis, regarded by 
Mr. Bankart as the commonest variety, I would submit 
that no-one can with any certainty correlate the X-ray 
appearances of spondylitis with concurrent pain. As 
revealed by the radiogram, the most advanced cervical 
spondylitis may be found in middle-aged or elderly 
persons who are symptom-free, and the same is true of 
lumbar spondylitis. How often is not the latter condi- 
tion, clinically silent, discovered in a radiogram taken 
for other ends? Both sciatica and spondylitis occur 
over approximately the same age-periods, and to attempt 
consistently to correlate the two must often be to jump 
a wide and deep gap of pure speculation. I cannot 
accept Mr. Bankart’s invitation to jump it with him. 
We are far too ready to become the intellectual slaves of 
the radiogram, to let it do our thinking for us, forgetting 
that the very essence of clinical skill is to assess the rela- 
tive value of all available modes of investigation, clinical 
and instrumental. Instrumental methods merely make 
another call on clinical judgment ; they are not a sub- 


stitute for it. 
London, W.1. F. M. R. 


E.M.S. 

Srr,—‘‘ Cabuncus ” complains that E.M.S. patients 
have no convalescent homes, but, after weeks in some 
primary base hospital are ‘‘ hurled back homeless on the 
mercy of friends.”” This may be the case in his sector, 
but I am glad to assure him it does not obtain every- 
where. In the Coventry sector all E.M.S. patients, 
if their condition will benefit by it—and this includes 
civilian air-raid casualties, to. whom I presume ‘‘ Cabun- 
cus’ particularly refers—pass from base hospitals to 
auxiliary hospitals. These are convalescent homes run 
under Red Cross auspices in large country houses. 
Owing to pressure on base hospital beds this joy of con- 
valescing in the country has been extended by the 
hospital officer to include ordinary civilian sick, a 
privilege which has wrought much good and for which 
all are extremely grateful. Thus a large number of 
civilian sick and. air-raid casualties, including all the 
wounded nurses from Coventry Hospital, are at the 
moment convalescing in delightful surroundings. 

GERALD ALDERSON, 

Coventry. Group officer. 

Srr,— Cabuncus raises some important points in the 
defects of the E.M.S. 

Specialists.— Surely these can be housed per night at 
a hospital by a rota system so that they will be on the 
pn required instead of being called up during 
a raid. 
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Smaller hospitals.—These might well be used for 
chronic cases or as convalescent homes for air-raid 
casualties, instead of opening up a whole lot of ‘ auxi- 
liary ’’ hospitals, so saving staff and expense. 

Staff.—Not only the medical staff but the local nursing 
staff should be exchanged by rota. The exchange of 
nurses is an express recommendation by the Ministry of 
Health but is not being carried out because of jealousy 
between matrons. When urgency demands their transfer 
they will not know where materials are kept or the run 
of the hospital and will need someone to guide them 

Doctors.—There is no real shortage (vide advertise- 
ments for doctors and of doctors for posts) but a mal- 
distribution. Most medical men have no organising 
experience or ability but some have, so administrative 
posts should be filled with care. A peace-time medical 
superintendent of a hospital or a M.O.H. is not neces- 
sarily a good choice for an E.M.S. hospital. The E.M.S. 
should be a service apart from the ordinary hospital 
staff and the medical superintendent of a local hospital 
should stick to his ordinary function of administration 
and have no say whatsoever in the appointments, or the 
necessities for, any physician, surgeon or specialist in 
the E.M.S. As to the number of casualties to be re- 
ceived, this should be mainly the duty of the medical 
officer in charge of the casualty service at the main 
control, and no-one—not even the M.O.H. or medical 
superintendent—should interfere with his decision. 
There can be only one captain at the helm when messages 
are coming in rapidly and he knows the bed state and 
areas involved. 

Secretaries.—Why should certain nurses not be taught 
shorthand ? They would prove invaluable to the doctor 
as he goes round the wards; alternatively engage some 
clerical staff. Army units should not have any claim 
to be present in an E.M.S. hospital; if there they must 
take orders from the doctors. HUMERUs. 


HYPNOSIS BY HYPNOTICS 


Srtr,—I was particularly interested in those cases 
described by Dr. Felix Brown (THE LANCET, May 31, 
p. 686) in which Evi ipan was used as an aid to psycho- 
therapy, for his experience appears to conform to my 
own (Ibid, April 19, p. 507). In your annotation on my 
article (p. 514) you wrote: ‘‘ That there are drawbacks 
and even risks needs no emphasis. Psychogenic factors 
disclosed may be irrelevant or fantastic, the catharsis 
trivial, the patient’s misunderstanding of his illness or 
his symptoms all the greater; ...’’ I cannot agree 
with these assertions and I would be glad to hear Dr. 
Felix Brown’s reply to such criticism. In my experience, 
whatever psychogenic factors are disclosed they are 
never irrelevant or fantastic, and there is no valid reason 
why even a trivial catharsis should not provide a 
dramatic therapeutic success. Undoubtedly the patient 
can be made to misunderstand his illness and symptoms 
as a result of bad psychotherapy, and I am in complete 
accord that the technique is therefore ‘‘ not one for 
indiscriminate use by those without psychiatric training.” 

Adverse criticism based on hypothetical considerations, 
unsubstantiated by clinical material, is calculated to 
restrict or delay the progress of a method which Dr. 
Felix Brown and other workers have apparently found 
satisfactory. Indeed, your observations are to me 
reminiscent of the attitude which my early work with 
evipan encountered in the field of psychological medicine. 


Bentinck Street, W.1. ELLIs STUNGO. 


MENINGOCOCCI IN THE PHARYNX 


Sitr,—In your annotation of May 24 (p. 671) you say 
that ‘‘Meehan and Merrillees cleared all but 6 out of 75 
carriers by a single course of sulphapyridine. .. .”’ This 
statement is somewhat misleading, especially since you 
do not mention the doses they employed and go on to 
refer to Fairbrother’s work and quote the amount of 
sulphapyridine he gave to his carrier cases : ‘‘ a course of 
4 g. of sulphapyridine daily for 2 days, followed by 3 g. 
daily for 2 days, could generally be relied on to clear the 
nasopharynx of ‘either group I or group II poser ggg 
According to your previous annotation (Lancet, 1940, 2, 
495) Meehan and Merrillees reported on children as 
follows: ‘‘ Sulphapyridine was then given to all the 
carriers, in doses of 1 gramme daily per 14 lb. of body- 
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weight for five days, and this course was repeated after 
five days. ...”” Taking the children as weighing 4-5 st. the 
doses given would be 8-10 g. sulphapyridine daily for 
5 days, repeated in 5 days, and would total 80-100 g.—a 
dosage considerable for adults let alone for children, and 
decidedly larger than that employed by Fairbrother with 


good results. R. M. Hear, 
Aberdeen. J. F. 


ABDOMINAL ANEURYSM AND SYPHILIS 


Smr,—Dr. Jennings discussing (p. 722) the etiology 
of aneurysm of the abdominal aorta says, “ All the 
writers who have described long series of cases (Nixon, 
Bryant, Kampmeier and Osler) agree on the predomin- 
ance of syphilitic cases. . . .”’ But I can find other long 
series such as those of Nunneley (1906), Browne (1897), 
Pepper (1907), Garland (1932), Lucke and Rea (1921 
and 1923), Lipshutz and Chadoff (1939). 

Since the publication of Bryant (1903) and Osler 
(1905) much has been learnt about the diagnosis of 
syphilis. Nixon (1911) mérely reviewed all the previous 
literature on the subject and his series (which incident- 
ally amounted to 233 and not 179 as Dr. Jennings states) 
included Bryant’s and Osler’s. Nixon accepted other 
authors’ views as to the «etiology of their cases. Twenty 
of Bryant’s cases gave a history of syphilis and this 
was accepted as proof that the lesion itself was syphilitic. 
The only modern author Dr. Jennings quotes is Kamp- 
meier, who from clinical findings, history, serology and 
post-mortem findings deduced that 39 of his 73 cases 
were due to syphilis. But of 38 of his cases in which 
post-mortem records are described only 5 had micro- 
scopic evidence of aortic syphilis. A history of syphilis 
is not sufficient evidence that the lesion is syphilitic, 
particularly when, as in Kampmeier’s series, many of 
the patients are negroes in whom the incidence of this 
infection is high. Turnbull (1915) in a series of 175 
cases of syphilitic aortitis seen post mortem found only 2 
with abdominal aneurysms. Coombs (1930) reviewing 
103 patients whom he had seen with syphilitic aortitis 
reported only one abdominal aneurysm, and accepted 
Garland’s opinion that about a third of all cases are due 
to syphilis. Campbell and Bedford (1938) after a fairly 
comprehensive study of the literature deduced that about 
30% of cases of aneurysm of the abdominal aorta are 
syphilitic. 


Mitcham. M. H. PAPPWoRTH. 
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VITAMIN C AND FATIGUE 


Str,—I have been reading your stimulating annotation 
of March 22 in which you ask for more information 
about the effect of ascorbic acid on muscular efficiency. 
In the Union there is a generally held view that work 
precipitates scurvy in an otherwise (apparently) healthy 
individual. As we showed in our original study, there 
is little to support such a view as far as the history of 
scurvy in the gold mines is concerned, since natives 
engaged in hard work develop the disease neither more 
often nor more quickly than those doing lighter work, 
in spite of the fact that most natives yield a very low 
vitamin-C value in their blood. Time and further work 
will unravel what at present appears to be a somewhat 
contradictory state of affairs, but my own conclusion is 
that we seem to need only a small though definite 
amount of vitamin C every day and that further amounts 
have little if any effect in improving our diet. Our 
results (published in full in Proc. Transv. Mine med. 
Offrs Ass. for March, 1940) will perhaps tend to allay 
apprehension among those who find that people in 
Britain cannot now get the more generous ration of C 
that is available to them in happier times. 


Johannesburg. F. W. Fox. 
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MUSTARD-GAS LESIONS OF THE EYE 

Srr,—An instruction E.M.S. 1.252 (revised) on the 
treatment of mustard-gas lesions of the eye has been 
widely distributed to the officers, consultants and hos- 
pitals of the E.M.S. It came before the medical board of 
Moorfields Eye Hospital ‘‘ for your information.’’ The 
board felt that several points in it required comment. 

1. The use of Albucid solution is advised at first-aid posts 
and at hospitals in cases in which the eyes have been affected 
by gas vapour or gas splashing. It must be pointed out that 
the use of sulphanilamide’ preparations is not directed against 
gas contamination but only against subsequent infection of 
the conjunctiva and that opinion as to its efficiency in this 
latter respect is far from being generally favourable. 

2. No mention is made in the instruction of the very 


diverse lesions which may be produced by gas, most of them” 


slight and very few of them serious. 

3. No indication is given of the treatment necessary when 
the cornea is definitely involved, and, while water is advised 
for irrigation of the eye at an incident and at first-aid posts, no 
advice is given as to the lotion to be used for the irrigations 
recommended at hospitals. 

It would appear that this instruction is not in fact the 
“result of further experience ’’ and should be withdrawn 
and replaced by a carefully considered and detailed note 
based on actual experience obtained in the last war and 
on substantiated experimental evidence. 


F. A. JULER, 


Royal 
MAURICE WHITING. 
BLACKCURRANT PREPARATIONS FOR 


CHILDREN 

Str,—For the past six months vitamin C has been 
supplied to the infants attending the Erith child-welfare 
clinics in the form of blackcurrant puree. This puree 
was supplied in 8-oz. tins. Each ounce was guaranteed 
to contain between 400 and 600 units of vitamin C 
(20-30 mg. of ascorbic acid),; it is approximately twice 
as strong as orange juice, which, however, varies greatly 
in its vitamin content. The puree was used in three 
large weekly clinics, in which attendances averaged 80 
per session. Very few children refused it, and of all 
those seen less than 10 disliked it or seemed at all upset 
by it. In my experience a larger proportion of children 
refuse orange juice. The puree was first given cautiously 
to children over nine months, and later to younger 
infants. Finally, it was used as a routine measure for 
all infants from the age of two months upwards, starting 
with a few drops three times a day in water, and working 
up gradually to a dosage of half a teaspoon three times a 
day. To lessen the time during which the vitamin was 
exposed to the air mothers were advised to share tins 
with their neighbours. The puree was used in larger 
doses with rapid effect on one case of acute scurvy and 
three of latent scurvy. 

My object in writing this letter is to record that the 
puree is tolerated and liked by quite small infants, and 
that therefore the preparation of black-currant juice for 
them, as you suggest in your annotation of June 7, does 
not seem to be necessary. CiécrLe ASHER. 

Finchley. 


UNITED STATES OF AMERICA 


MILK-BORNE EPIDEMICS 

In his address to the Ohio State University medical 
school Dr. James E. Perkins, director of the division of 
communicable diseases, New York state department of 
health, related the sum of epidemic disease known to 
have been milk-borne in the state, exclusive of New 
York city, in 1917-40. There were 4 outbreaks of 
bacillary dysentery involving 311 cases ; 5 of diphtheria 
with 123 cases; 25 of scarlet fever with 1466 cases; 30 
of septic sore throat with 5138 cases ; and 75 of typhoid 
and paratyphoid fever with 1203 cases. In 136 out of 
these 139 outbreaks the milk-supply was frankly raw. 
Of the 3 remaining outbreaks 2 were due to milk con- 
taminated after pasteurisation and in the third instance, 
although the milk had been labelled “‘ pasteurised,’’ the 
evidence clearly indicated it actually had not been so 
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treated. The only possible reason for failure to pasteurise 
milk, said Dr. Perkins, is the excessive cost of treating 
small supplies. Even that reason is rapidly disappear- 
ing. An apparatus is now on the market which will 
pasteurise economically 48 quarts at a time. 


CONSCRIPTION OF MEDICAL STUDENTS 


In spite of the acknowledged need for maintaining the 
supply of doctors no exception is made in favour of 
medical students in the terms of the Selective Service 
Act, and Congress has refused to amend the act to provide 
exemptions. Various medical bodies have passed 
resolutions opposing the calling up of medical students 
and the army has arranged that students graduating 
this year shall be allowed to take their year of internship 
before being mobilised. The unwillingness of Congress 
to amend the law arises from the desire to leave to the 
local draft boards all decision as to who shall be excused. 
A Gallup poll shows that 87% of the population favour 
allowing medical students to finish their course. This 
suggests that in most cases the local draft boards will 
take favourable action. 


MEDICAL CARE FOR THE UNFIT 

Concern is expressed in many quarters that the large 
number of men found unfit for active service should be 
rehabilitated if possible by appropriate medical care. 
Colonel Kopetzky, who besides being director of the 
medical division of the Selective Service Administration 
of the New York city area is also the new president 
of the Medical Society of the state of New York, has 
proposed that men with remediable physical defects 
should be taken into the army and promptly referred to 
hospitals for curative therapy. The American Medical 
Association has proposed a system which it calls ‘* pre- 
habilitation,’”’ under which men will voluntarily submit 
themselves for examination and if necessary corrective 
treatment before they are examined for the draft. The 
recognition by the profession that there is a large number 
of remediable defects which have not been remedied 
must have an effect on the distribution of medical care, 
though it is not yet clear what that effect will be. All the 
reformers naturally see an opportunity to promote their 
particular panaceas and the advocates of compulsory 
health insurance are by no means silent. 


Parliament 


Civil Defence 


Ir was pointed out in the House of Commons last 
week that civil defence is no longer sticking paper on 
windows and carrying gas-masks but embraces the whole 
life of the nation under the blitz. We have passed the 
stage of improvisation, and Lord STRABOLGI in the 
Lords, and Mr. KENNETH LINDSAY in the Commons, 
urged the establishment of a ministry of civil defence to 
take over functions now shared by half a dozen depart- 
ments, and ensure the living and working conditions of 
the civil population against air-attack. The Prime 
Minister, who had turned the Local Defence Volunteers 
into the Home Guard, and communal feeding into 
British Restaurants, could now turn the remnants of 6 
Government departments, 12 commissioners, 315 large 
local authorities, 1200 smaller authorities, and 3,000,000 
men and women into a civilian army under a minister 
of civil defence. Mr. Lindsay also pleaded for a simpli- 
fication of the machinery of the Ministry of Health in 
all the reception areas of the country. Dr. HADEN 
GuEsT thought the scope of the proposed ministry should 
be operational rather than administrative. He suggested 
the appointment of a small committee of the House to 
be charged with the swift preparation of a plan. He 
did not want to displace local government, but he 
wished to build a steel frame of civil-defence services 
within it. 

From the Government side the proposal for a separate 
ministry of civil defence met with uncompromising 
opposition. Mr. HERBERT MORRISON, home secretary 
and minister of home security, thought that codrdination 
of the kind suggested would lead to chaos. Could he, 
for instance, cut the hospitals and medical administration 
of the Ministry of Health in two? There was still an 
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enormous number of illnesses with which Hitler had 
nothing to do. Evacuation and hospital services went 
to the roots of general public-health administration. 
Dr. GUEST interposed to say that hospital administration 
was already cut in two. The E.M.S. hospitals were run 
by the Ministry of Health and had an account with the 
War Department for soldier patients. Dr. Guest sug- 
gested that people injured in air-attacks should likewise 
be taken in under a national scheme run by the Ministry. 
Mr. Morrison retorted that if the Government were to 
cut off the health and medical functions relating to civil 
defence from the school and medical services they would 
soon be faced with strong criticism. The same was true 
of food salvage and distribution and other matters 
which only affected civil defence in part. Mr. H. V. 
WILLINK, M.P. and a deputy regional controller, spoke 
as a well-informed Pooh-Bah, and said we must stir the 
imagination not of horror but of need. Mr. ERNEST 
Brown, the minister of health, vigorously defended the 
part which his department played in this ‘‘ war on the 
doorstep.’’ They had mobile teams of officers in each 
region ready to establish advanced headquarters in any 
town which was badly bombed. The House showed a 
lively interest in billeting problems and agreed with 
Commander STEPHEN KING-HALL, who compared the 
billeting officer with a cuckoo and said a local bird could 
not be expected to operate on local nests. 


Family Allowances 

On June 16 the Chancellor of the Exchequer received 
a deputation of M.P.s on the question of family allow- 
ances. He informed them that he would himself conduct 
an investigation into the practicability and most desir- 
able form of family allowances if the Government should 
decide to introduce such a scheme. The deputation was 
introduced by Wing-Commander J. A. C. Wright and 
consisted of Miss Rathbone, Dr. Edith Summerskill, 
Mr. C. Davies, Sir Francis Fremantle, Mr. Lindsay, 
Mr. Parker, and Mr. W. Roberts. 
_ Miss RATHBONE said that according to the figures 
given her in Parliament a national scheme of family 
allowances, at 5s. for each child under 15, would cost 
£130 million ; if reduced by not duplicating existing forms 
of allowances, only £60 million per annum. The cost 
could be reduced to less than half by omitting provision 
fo> the first child in each family.—Sir KincsLey Woop 
said that there must be a greater measure of agreement 
about such a scheme than at present. It would be 
undesirable to introduce a scheme of this kind without 
the wholehearted support of the trade-unions. No 
large-scale expenditure would be feasible at the present 
time without causing the severest budgetary reactions. 
Some might feel that new expenditure amounting to 
something like £60 million per annum was of small 
moment in relation to the total of our current expenditure 
on the war. But this would be a permanent annual 
commitment equivalent on the most favourable assump- 
tions to an extra shilling on the income-tax. 


QUESTION TIME 
Milk Rationing Scheme 


Mr. H. J. Parker asked the Parliamentary Secretary to the 
Ministry of Food whether he would revise the Milk Rationing 
Scheme so as to provide a pint of milk for all children under 
16 years of age and a half-pint for all adults.—Major G. 
Lioyp GeorGeE replied: The present restriction scheme 
requires those consumers who are not in the priority categories 
to curtail their consumption by a seventh as compared with 
the quantity purchased during the first week in March. 
Apart from this the scheme does not attempt to regulate 
liquid milk consumption. It would, however, be impossible to 
ration milk on the basis suggested as the quantity required, 
assuming that the whole of the ration was taken up, would be 
50% in excess of the total milk production of the country at 
the period of the year when the milk output is at its lowest 
figure. In reply to a further question Major LLoyp GEORGE 
added; During April the quantity of milk saved by the scheme 
is estimated to have been 2,300,000 gallons. The scheme did 
not come into operation until April 13. 


Alien Doctors 
Sir Francis FREMANTLE asked the Minister of Health 


what number of friendly foreign doctors were now on the 
British Medical Register ; whether the promised number of 


PARLIAMENT 


[JUNE 21, 1941 
over 100 were being added each week ; and how many were 
now in medical employment.—Mr. E. Brown replied: The 
number of doctors, apart from those commissioned in the 
British or Allied Forces, who have been registered as foreign 
practitioners under the Medical Register (Temporary Regis- 
tration) Order, 1941, is 289. All of these are now in medical 
employment or have such employment which they are free 
to take up. The Central Medical War Committee has sent 
forward to the security departments the papers of all doctors 
who have furnished the required particulars, averaging 80 a 
week in the last 3 weeks. 


Zone Medical Advisers 


In answer to a question Captain H. D. R. MarGresson 
stated that in addition to the battalion medical officers 
arrangements will shortly be made for the appointment in the 
Home Guard of zone medical advisers with the rank of 
lieutenant-colonel. 


Protecting the Soldiers’ Eyes 


Captain MarGeEsson also stated that the committee of the 
Medical Research Council which has been considering the 
need for additional protection against eye injuries has tested 
various devices and has recommended that no special vizor 
in any material is required other than the present anti-gas 
eyeshield. 

Army Bread 

Replying to a question Captain MarGrsson said: The 
present arrangements made by the Royal Army Service 
Corps for the supply of bread to troops in this country pro- 
vide for the issue of both white and brown bread, the latter 
being made from wholemeal flour. The proportion of brown 
bread used is about 12% for the Army at home as a whole. 
Arrangements are now being made to change over gradually 
to the new Government 85% extraction wheatmeal flour. 


Prison Dietary 


In answer to a question Mr. HERBERT Morrison said : 
Cheese is included in the prison dietary, but the allowance of 
cheese or meat does not exceed that allowed under the general 
rationing scheme. There are normally three meatless days a 
week. 

Commotional Nervous Shock 

Mr. F. C. Warxtns asked the Minister of Pensions if he 
would define the term nervous shock of a commotional 
character, used by his department in connexion with the 
compensation = under the Personal Injuries (Civilians) 
Scheme.—Sir W. Womerstey replied: The term nervous 
shock of a commotional character as used by my department 
refers to nervous shock resulting directly from physical 
violence, including concussion, blast or burial. 


Infectious Disease in England and Wales 
WEEK ENDED JUNE 7 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 962; whooping-cough, 3774; diphtheria, 818 ; 
enteric fever, 161; measles (excluding rubella), 11,597 ; 
pneumonia (prim or influenzal), 816; puerperal 
pyrexia, 123; cerebrospinal fever, 244; poliomyelitis, 
7; polio-encephalitis, 0; encephalitis lethargica, 1 ; 
dysentery, 114. No case of cholera, plague or typhus 
fever was notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on June 4 was 1814, including: 
scarlet fever, 213; diphtheria, 355 ; measles, 384 ; whooping-cough, 
431; enteritis, 12; chicken-pox, 83; erysipelas, 58 ; mumps, 12; 
poliomyelitis, 2 ; dysentery, 19; cerebrospinal fever, 51 ; puerperal 
sepsis, 10; enteric fevers, 19; german measles, 21; other diseases 
(non-infectious), 68 ; not yet diagnosed, 76. 

Deaths.—In 126 great towns there was no death from 
smallpox or scarlet fever, 2 (0) from enteric fever, 24 (1) 
from whooping-cough, 9 (1) from measles, 21 (3) from 
diphtheria, 43 (3) from diarrhoea and, enteritis under 2 
years, and 10 (2) from influenza. The figures in paren- 
theses are those for London itself. 

Liverpool and West Hartlepool each reported 1 death fror 
enteric fever. There were 4 fatal cases of whooping-cough a: 
Liverpool, and 3 of diphtheria at Birmingham. Nottingham had» 
deaths from diarrhcea. ec 
The number of stillbirths notified during the week was. 
187 ae to a rate of 35 per thousand total 
births), including 14 in London. 9! 
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Obituary 


HARRY EDWARD MANSELL 
B.M. OXFD, F.R.C.P. 


Dr. Mansell, who died, aged 40, at Lambeth Hospital 
on June 1, was one of the nine children of the late Dr. 
H. R. Mansell of Hastings. He spent happy years at 
Oxford where his philosophical outlook was allowed to 
flourish, and he never tired of talking of the good things 
and the good people he met 
there. He often spoke with 
gratitude of the kindness 
shown to him by Lady Osler. 
He was a true disciple of her 
husband and, like the master, 
enjoyed the search into the 
past to find that some new 
concept had already been 
mooted a thousand years 
ago. 

Mansell graduated B.A. in 
1923, and qualified from St. 
George’s, his father’s hospital, 
in 1927, obtaining his B.M. 
two years later. After hold- 
ing the Wander scholarship at 
the children’s department of 
the Westminster Hospital, he 
was appointed resident assistant physician at St. George’s. 
From there at the beginning of 1934 he went as deputy 
medical superintendent to the Lambeth Hospital. From 
the outset he showed clinical ability, and apart from his 
administrative duties he supervised the medical work 
and looked after all cases of pulmonary tuberculosis 
until his illness towards the end of 1937. At St. George’s 
he had already much experience in the use of the electro- 
cardiogram machine, and when the L.C.C. opened its 
doors to O’Shaughnessy to perform his surgical work on 
the heart, Mansell was chosen as his colleague. The 
quiet logic and commonsense of Mansell, together with 
the zealous enthusiasm of O’Shaughnessy, promised much 
in spite of difficulties and they worked well together. 

Mansell developed many interests outside medicine. 
He was a great reader and his knowledge of furniture, 
and even of port, was not to be belittled. But he was a 
clinician of the first order and was always logical and 
neat in his mind. 

Although he gave considerable thought to health and 
its preservation, and although he lived a most physiolo- 
gical life, he was dogged by ill health and it was sad and 
strange to see him dying of a natural disease at an 
early age amid the ruins and devastation produced by 
the enemy. His death is a loss to London medicine for 
he was a vital link between the old and the new, and 
between the voluntary hospital and the state-aided 
service. 

He leaves two young children and a widow, née Jean 
Barnes, who was trained as a nurse at Lambeth Hospital. 

Bb. 


JOHN WILLIAM CORMACK GUNN 
M.B. EDIN., F.R.S. 8.AFR. 

Prof. John Gunn died on May 4 in Cape Town, where 
he was dean of the faculty of medicine and held the 
chair of pharmacology. Born in Kirkwall in 1889, he 
followed his brother James (now an Oxford don) at the 
University of Edinburgh where he graduated in arts in 
1908 and in medicine in 1912. He held posts in the 
department of materia medica in Edinburgh and the 
department of pharmacology in University College, 
London. He served with the R.A.M.C. during the last 
war at Alexandria and on demobilisation took up an 
appointment as lecturer in pharmacology at Queen’s 
University, Belfast, but the same year he was called to 
the chair at Cape Town. Of the place he won for 
himself there one of his students, now an E.M.S. surgeon, 
Writes : John Gunn was the ideal professor for the student 
~—high amongst the mountains and yet the most approach- 
able of peaks. He let you build your castles in the air 
and made you feel that your problems were all that 
‘oncerned the world. He understood that the long 

cture like the long road is enlivened by the little 
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sprouts of folly. With gleaming eyes he would tell the 
story that makes the pill a pellucid image and not a mere 
pellet, and with admirable lucidity presented the win- 
nowed facts. He showed the utter uselessness of many 
vaunted drugs, and how many of the doses were ‘“‘ about 
as good as giving the elephant acid drops.’”’ He taught 
the fallacies of the old blunderbuss prescription and 
would ‘‘ hae none of them porridge.’’ Life was grand 
fun to him, a thing to be enjoyed and to be lived, and 
Poppa Gunn, as his students called him, will be remem- 
bered for all time in the hearts of living South Africa. 


CHARLES WILLIAM LAIRD 
M.D. DUBL., D.P.H. 


Dr. Charles Laird, consultant tuberculosis officer to the 
Lancashire county council, died on April 19 at his home 
at Ormskirk, after along illness. He was born at Belfast 
in 1879, and after a distinguished career at Trinity 
College, Dublin, he obtained his B.A. with honours in 
classics in 1903, and first place at his final M.B. in 1908. 
The year before he had already won the Wheeler gold 
medal at the Royal City of Dublin Hospital for first place 
in the examination in clinical, theoretical and practical 
medicine. He took his M.D. in 1911, and the D.P.H. of 
the University of Liverpool in 1912. 

After acting as house-surgeon at the Bootle Borough 
Hospital, he began his real work when he was appointed 
resident medical officer at the Whiteabbey Sanatorium, 
Belfast. He returned to Bootle to hold for over two years 
the posts of resident medical officer at the corporation 
hospital and of assistant medical officer. After a further 
spell of sanatorium work at the Westmorland Sanatorium 
at Grange-over-Sands, in 1913 he was appointed one of 
the first consultant tuberculosis officers on the Lan- 
cashire county staff, and for a time also undertook the 
duties of tuberculosis officer for Bootle. For 28 years 
Dr. Laird was in charge of a district round about Liver- 
pool which contained some 200,000 acres and a popula- 
tion of 350,000. Since 1924 it included the Rufford 
Pulmonary Hospital, of which he was the visiting medical 
superintendent, and here he did excellent work especially 
with artificial pneumothorax and gold treatment. 

Courteous and cultured, Laird set a high standard. 
He never spared himself, and as a reward had the esteem 
and affection of his colleagues. He was a keen golfer, 
winning many prizes, and as one would expect from an 
Irishman was an easy and excellent speaker. He leaves 
a widow and two sons, one following in his father’s 
profession. 


JAMES EDWARD COLLETON ROUSE 
M.B. LOND., D.A.; MAJOR, R.A.M.C. 


Major James Rouse, who was killed last month at the 
age of 38 by enemy air action in the Near East, was the 
only son of the late Dr. Algernon Rouse of Worthing. 
James was educated at Brighton College and King’s 
College, London, then followed his grandfather, another 
James Rouse, and his father 
to St. George’s, where he 
qualified in 1925. He held 
the posts there of house-sur- 
geon, house-physician and 
resident anzsthetist, and after 
he joined his father in practice 
in Worthing he took advan- 
tage of the experience in 
anzesthetics he had gained at 
St. George’s. His help as an 
anesthetist was sought more 
and more by his professional 
colleagues, and his natural 
bent, constant study and 
increasing practical experi- 
ence soon gave him a mastery 
of modern anesthesia. 
Although still in general practice in 1936 he obtained the 
D.A., for it was his aim to practise exclusively as an 
anesthetist. His talent in the specialty received official 
recognition when he was appointed anesthetist to the 
Worthing, Hove General, and Royal Sussex County 
hospitals. At all these hospitals he rendered valuable 
service, for he was eager to help with difficult cases at 
any hour with no thought of his personal convenience. 
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In 1938 Rouse volunteered for service in the R.A.M.C. 
in the event of a national emergency, and he was mobi- 
lised on Sept. 1, 1939, as a specialist-anesthetist with the 
rank of major. The second week of his active service 
found him in France where he served until the day before 
the enemy occupation of Cherbourg. Later he was 
employed as anesthetist in various hospitals in the North 
of England until in January he sailed for the East. 

There was no more popular man in Worthing and 
neighbourhood than Jamie Rouse, as the attendance 
showed at the service to his memory at the Worthing 
Hospital. His life of promise was but half-fulfilled, for 
his best work still lay before him. He married Nancy, 
daughter of Dr. Richard Galway Murray, and she sur- 
vives him with one daughter. 


CHRISTOPHER HENRY CONGREVE DENT 
M.B. CAMB. ; SURGEON-LIEUTENANT, R.N.V.R. 

Christopher Dent, who was lost when the Hood went 
down, was the younger son of Mr. H. H. C. Dent, F.R.C.S., 
of Wolverhampton. He was educated at Marlborough 
College and Christ College, Cambridge. He graduated 
B.A. in 1935, obtaining a first-class in part I of the 
natural sciences tripos, and 
entered St. Mary’s with a 
university scholarship the 
same year. .He took the 
Conjoint qualification in 1938 
and later in the same year 
graduated M.B. with distinc- 
tion in medicine. He had 
already passed the primary 
fellowship examination of the 
Royal College of Surgeons in 
1933 at the age of 19. He was 
appointed house-surgeon at 
St. Mary’s Hospital in June, 
1939, and was about to sit for 
the final fellowship when war 
broke out and he was called 
up at once as he was already 
He was proud that he had been 


in the R.N.V.R. 
appointed to the Hood, which he described as the best 


ship in the fleet. Of his term as house physician at 
Addenbrooke’s his chief there writes: throughout his 
appointment Christopher Dent showed initiative, origin- 
ality of thought, and I gained the impression that he 
would go far in the medical world. And D.C. L. F. adds: 
Apart from his brilliant academic distinctions, Dent was 
a likeable and sociable person, with a quick receptive 
brain, and had his life been spared he would have made 
his mark in surgery, on which his heart was set. His 
many friends will mourn his loss as much as the chiefs 
under whom he served. 


Medical News 


Royal College of Surgeons of England 

At a meeting of the council held on June 12, with Sir Hugh 
Lett, the president, in the chair, a vote of thanks was given 
to the American Ambulance for their assistance in conveying 
specimens from the College to various parts of the country, and 
also to the Bernhard Baron trustees who have given £40,000 
for an endowment of a research professorship at the college. 

The subject for the Jacksonian prize for 1942 is the 
methods and results of treatment in cases of paralysis of the 
bladder following spinal injury. The Blane medal for 1941 
has been awarded to Surgeon Commander James Callaghan 
Souter, R.N. Sir Arthur Smith Woodward and Prof. Matthew 
J. Stewart have beenelected trustees of the Hunterian collection. 

Diplomas of Fellowship were granted to the following : 


Cc. J. Gordon, J. I. C. Mason, W. M. Beattie, E. G. Murphy, 
K. E. Bond, J. C. Adams, W. J. C. Crisp, J. 8. Joly, C. P. Nicholas, 
A. W. Stewart, Moss Albert, Ross Bloom, G. H. Wooler, L. A. 
Ives, O. T. Mansfield, D. V. Morse, J. A. Edwards, J. D. Wade, 


. H. Denham, T. L. Barry, R. V. Blaubaum, James Henderson, 
N. 8. Martin, Thomas O’Neill, F. P. Raper, A. J. Slessor, and 
Eileen M. Whapham. 

A diploma of membership was granted to G. K. Tutton 
(Manc.) and diplomas in anesthetics were granted, jointly 
with the Royal College of Physicians, to the following : 

Sheila M. Anderson, 8. K. Bakhshi, Helen E. M. Barnes, J. T. 
Barr, J. D. B rrows, Margaret M. J. Conway, D. M. Dunn, Jean L. 
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Edwards, Mark Garden, W. W. Gilford, H. C. R. Gunter, C. F. 
Hawkins, Franz Hoenigsberger, John Ives, H. R. Marrett, G. F. 
Panton, Charles Reid, Kenneth Roberts, Margaret J. Rowley, 
H. J. A. Simmons, J. M. Smith and K. B. Thomas. 


The following examiners were elected for the ensuing year : 
Dental Surgery—Surgical Section: Mr. E. G. Slesinger, Mr. 
Reginald Vick, Mr. J. Basil Hume, Mr. L. E. C. Norbury, Mr. A. C. 


MacLeod and Mr. A. J. Gardham. 
Primary Fellowship—Anatomy: Prof. F. Wood Jones, F.R.S., 


J. Huggett, Prof. H. P. Gilding, Prof. R. J. 8. McDowall. 

Diploma of L.R.C.P., M.R.C.S.—Elementary biology: Mr. 
Wilfrid Rushton, D.Se., Dr. E. I. Jones, Prof. T. J. Evans, F.R.S. 
and Mr. C. C. Hentschel. Anatomy: Prof. W. J. Hamilton, 
Prof. A. B. Appleton, and Mr. James Whillis. Physiology : Prof. 
D. T. Harris and Prof. Hamilton Hartridge, F.R.S. Midwifery : 
Mr. J. St. G. Wilson, Mr. Leslie Williams, Mr. G. F. Gibberd, and 
Dr. A. J. Wrigley. Pathology: Mr. D. H. Patey, Prof. W. D. 
Newcomb, Mr. R. M. Handfield-Jones and Dr. E. ffolliott Creed. 

Diploma in Public Health.—Part 1: Prof. John Eyre. Part II: 
Dr. Charles Porter. 

Diploma in Tropical Medicine and Hygiene.—Sir Philip Manson- 
Bahr and Prof. R. B. Hawes. 

Diploma in Ophthalmic Medicine and Surgery.—Part I: Mr. 
Frank Law and Mr. L. H. Savin. Part II: Mr. Adrian Caddy. 

Diploma in Psychological Medicine.—Surgeon Captain Mac- 
donald Critchley. 

Diploma in Laryngology and Otology.—Part I: Mr. Norman 
Fw and Mr. Terence Cawthorne. Part II: Mr. Edward Carew- 
Shaw. 

Diploma in Medical Radiology.—Part I: Dr. H. T. Flint. Part 
Il: Mr. G. F. Stebbing. 

Diploma in Anesthetics.—Dr. A. 8. Daly. 

Diploma in Child Health.—Dr. Alan Moncrieff and Dr. Charles 
Harris. 

University of Wales 

At recent examinations at the Welsh National School of 

Medicine, the following were successful :— 
FINAL EXAMINATION FOR M.B., CH.B. 

Medicine—N. E. France, Vera Harris, Margaret W. Hughes, 
D. F. V. Johnston, W. M. Jones, Gwenilian M. Lewis, John Lewis, 
Monica Parry-Morton, D. K. W. Picken, J. B. Randell, H. I. Rees, 
Nest G. Richards, Barbara C. Roberts, Erica M. G. H. Roberts, 
J. H. Stranger, E. R. Treasure, Glenys J. Wade, John Williams, 
Olwyn Williams, G. A. Wright. 

Rolleston Prize 

The next award of this prize, now worth about £100, will 
be made in Trinity term, 1942, and graduates or research 
students of the Universities of Oxford and Cambridge who 
have not been qualified for more than six years or matricu- 
lated for more than ten are eligible. The prize is given for 
original research in animal and vegetable morphology, 
physiology and pathology, or anthropology, and essays 
should be sent to the assistant registrar at the University 
Registry, Oxford, before March 31, 1942. 


The Air Ministry have appointed Dr. T. F. Macrae and 
Squadron-Leader W. P. Stamm as biochemist and specialist 
medical officer to watch over the food supplied to the R.A.F. 
Dr. Macrae, who will also hold the temporary rank of squadron- 
leader, is biochemist to the division of nutrition of the Lister 
Institute. He will analyse the food and watch for any 
possible deficiency, while Squadron-Leader Stamm, who 
joined the medical branch of the Air Force in 1934, will keep 
a look out for signs of food deficiency in the health of the men. 
Both will study the preparation and cooking of the food 
and superintend the planning of a balanced ration and the 
prevention of waste. 


The Association of Special Libraries and Information 
Bureaux is undertaking a national survey of enemy and 
enemy-controlled publications, especially the current issues 
of periodicals. Previous exploratory surveys have confirmed 
the impression that since the early part of 1940 only limited 
supplies have been arriving in this country, consisting of 
imperfect sets of a few periodicals largely restricted to depart- 
mental libraries not accessible to the general public. Through 
the good offices of the Royal Society, the Rockefeller Founda- 
tion has now provided funds for extensive survey which a 
committee of the association is hoping to complete by the 
autumn. A memorandum is being circulated to some two 
thousand institutions and individuals to ascertain what 
publications they need and the extent to which they are 
available. Those who are interested and do not receive a 
copy of the memorandum should notify the committee at 
31, Museum Street, London, W.1. 


Resident doctors, medical students and hospital nurses 
will be able to obtain their uniforms coupon-free. The 
Board of Trade is allowing hospitals to issue certificates 
stating that the goods are needed for use in a hospital. A free 
issue of outdoor uniform is also being made to members of 
the Civil Nursing Reserve. 
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Trinity College, Dublin 


Dr. R. A. Q. O'Meara has been elected to a fellowship of the 
college where heis at present actingas professor of bacteriology. 
Medical Association of Eire 

At a meeting of the Irish Free State Medical Union, held on 
June 5, with Dr. D. F. MacCarthy, the president, in the chair, 
a resolution was passed to change its name to ‘“‘ The Medical 
Association of Eire (Eire Medical Association and British 
Medical Association),”’ with its equivalent in Gaelic as an 
alternative. The change Ras to be confirmed at another 
meeting which it is intended to hold before the end of the 
month. Dr. MacCarthy was re-elected as president and 
Dr. J. P. Shanley as vice-president. A long discussion took 
place on the remuneration for immunisation against diphtheria. 
For several years past there has been disagreement between 


the union and the department of local government and public - 


health on the fees to be paid by the local authorities for this 
work, and some months ago a provisional agreement was 
reached, but difficulties have arisen. 


The trustees of the Lady Tata memorial fund have awarded 
the following grants for research in blood diseases, with 
special reference to leukzmia : 

Grants for research erpenses: Dr. J. Furth (New York), Dr. P. A. 
Gorer (London), and Dr. A. H. T. Robb-Smith (Oxford). 

Part-time personal grant and grant for research erpenses: Dr. 
Warner Jacobson (Cambridge). 

The annual meeting of the Royal Society of Medicine will 
be held on July 1, at 5 p.m., and the general meeting of fellows 
at the same time on July 15. On Tuesday, June 24, at 
4.30 p.m., Dr. Eliot Slater will read a paper to the section of 
psychiatry on amnesic syndromes in war. The section of 
urology will hold a clinico-pathological meeting on June 26, 
at 5 p.m., and the section of orthopedics will meet at 2 P.M., 
on June 28, at Park Prewett Hospital, Basingstoke, for short 
papers and demonstrations. 


A meeting of the Shaftesbury Military Hospital’ Medical 
Society will be held on Tuesday, June 24, at 3 P.m., at which 
Major J. C. Thomas, R.A.M.C. will read a paper on the 
control of air-borne infections in hospital wards. 


The Rhodes trustees have awarded a scholarship in ophthale 
mology to Dr. K. A. Abayomi of Lagos, Nigeria, who is at 
present studying at the Royal Ophthalmic Hospital (Moor- 
fields). Dr. Abayomi is a graduate of Edinburgh University. 

Group-Captain H. A. Hewat, M.B. Edin. has been pro- 
moted to the rank of temporary air-commodore. 


The D.S.O. has been awarded to Surgeon Commander J. J. 
Keevill, M.D. Camb., R.N., H.M.S. Illustrious, for‘distinguished 
services during the withdrawal from Greece. 

The British Medical Students Association will hold a 
council meeting at Cambridge, on July 5 and 6, when Dr. J. 
Trueta will speak on the history of war surgery, and Dr. 
K. W. C. Sinclair-Loutit on A.R.P. and students. There 
will also be a discussion on the recommendation on medical 
education to be made to the Medical Planning Commission in 
response to the invitation of Mr. H. 8. Souttar, the chairman. 


Further particulars may be had from 3, King’s Parade, 
Cambridge. 


The regulations governing the employment of alien doctors 
in hospitals lay down that they should not exceed 10% of the 
staff (or 20% in hospitals of less than 100 beds). The Minister 
of Health now announces (circular 2405) in calculating this 
proportion the visiting medical staff of the hospital may be 
included. Also where a hospital employs at least two resident 
doctors of British nationality it will be permissible to employ 
one doctor of enemy nationality even though the total 
medical staff may be less than five (in a hospital with less than 
100 beds) or 10 (in a hospital with 100 beds or over). 


The office and laboratory of the British PHARMACOP@IA 
Commission have been transferred to University College 
Hospital medical school, University Street, Gower Street, 
London, W.C.1. 


SILAGE.—The portable types of silos mentioned in an 
annotation last week (p. 761) are made of wire mesh, 
lined with special paper. They are fairly cheap and 
materials for their construction are still available. They 
can be filled in the same field in which the silage is to be 
fed the following winter, thus saving labour in carting. 
Last season many farmers displayed ingenuity in home- 
made silos which gave excellent results. 
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Public Health 


Tuberculosis and the War 


It seems that almost from the start of the present war, 
as in the last one, mortality from tuberculosis began to 
rise. The definite increase in the winter of 1939-40 was 
officially ascribed, at least in part, to the exceptional 
winter conditions. This cannot yet be tested in England 
and Wales since there are no figures available subsequent 
to June, 1940, but figures for Scotland (given in quarterly 
returns) show that the total deaths from tuberculosis 
both in the third and fourth quarters of 1940 also 
exceeded those in the corresponding quarters of 1939. 
For the whole of 1940 the tuberculosis deaths for Scotland 
number 4003 (2155 males, 1848 females), as against 
3526 (1917 males, 1609 females) in 1939 and an 
average of 3586 for the preceding five years. This is an 
increase of 12% for males and 15% for females. The 
excess has been greatest for the younger ages. The 
death rate from tuberculosis in Scotland, which had been 
falling in pre-war years, returned in 1940 almost to its 
1932 level. These danger signals indicate the necessity 
for planned and efficient action directed to prevention 
and to early diagnosis and prompt treatment, for we 
cannot afford to neglect the lesson of the last war. In 
considering action it is significant that the improved 
standard of living in 1939 over that of the previous 
generation in1914 would not seem to beaffording protection 
from another war-time rise in tuberculosis mortality. 


From the Annual Reports 


MANCHESTER 

Manchester is one of the few education authorities 
whose medical officer is not the local medical officer of 
health nor directly connected with him. This arrange- 
ment is not favoured by the Board of Education or the 
Ministry of Health as it divorces school medicine from 
child welfare ; but the officers who have held these posts 
have been the chief developers of the school service. 
Among the most prominent of them is Dr. Henry Herd 
who retired from Manchester two years ago. Manchester 
was an evacuation area and arranged from the first for 
the staff of the school medical service to assist in the 
reception areas where its services were required. In his 
report for 1939 Dr. J. G. Woolham mentions the difficulties 
of billeting children with lousy heads or enuresis. He 
also notes the impression that evacuated children im- 
proved in health and nutrition, but draws attention to 
the dangers of this impression and calls for facts. Dr. 
Cheesman has reported on the effects of transference 
of children from town to a rural area in our columns 
(1940, 2, 575), but more evidence should be collected 
without bias, so that it can be evaluated when we have 
time. The results will throw light on the rearing of 
children. When the schools in Manchester were re- 
opened on a voluntary basis after the evacuation the 
state of cleanliness of those children who did attend 
school was good, but an exploration among the children 
who kept away showed 25% of them to be verminous 
and 20% to have untreated minor ailments. The child- 
guidance clinic of Manchester started early and is = 
gressing, though the war has interfered with it. e 
1.Q.’s of 76 children referred to the clinic were: 7 below 
70, 15 from 70 to 90, 39 from 90 to 110, and 15 above 
110. Child guidance deals mainly with emotional 
disturbances and is not directly concerned with intel- 
lectual defects. The influence of the war on child 
behaviour requires study, for it is unknown and un- 
predictable. At the orthopedic clinic, only 32 rickety 
deformities were seen among 148 cases. The elimination 
of crippling due to rickets is one of the most remarkable 
benefits of the past quarter of a century, for though 
minor rickets is still not uncommon in our cities the 
graver forms have gone. Crippling from joint and bone 
tuberculosis is also decreasing rapidly, as much from 
improved treatment as from fall in incidence. On the 
other hand, spastic paraplegia is either increasing in 
incidence or is more often detected ; at all events in the 
residential school for cripples 36 out of 113 children were 
the subjects of spastic paraplegia. 
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A meeting of the Medico-Legal Society will be held at 26, 
Portland Place, London, W.1, on Thursday, June 26, at 
5 p.m., when Dr. Donald Blair will read a paper on alcoholism, 
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Notes, Comments and Abstracts 


CLINICS FOR RECEPTION AREAS 


Mr. JoHn AvupRic, headmaster of Brockham Green 
School, Surrey, writes : Organised evacuation is a neces- 
sary result of enemy attack, but private evacuation has 
gone side by side with it, and has now assumed serious 
proportions—serious because since it is done privately it 
escapes the official eye. Thus large towns, which in 
pre-war days had a child population filling to capacity 
as many as ten or more large elementary schools, are 
left with only a quarter of the original number. The 
rest have been dispersed, either privately or officially, 
many miles away. They have entered the schools in 
the rural areas, and the result has been that many of 
these are crowded; some actually have waiting lists. 
Such schools were not constructed to take the large 
number of children who now receive full-time instruction 
within them. Apart from the fact that the classrooms 
are too small to meet the increased roll, the playgrounds 
are overcrowded, and the number of lavatories and 
drinking fountains are not up to the minimum required 
by regulation. True, great progress has been made in 
catering for the children’s education, but there has not 
been the same advance on the medical,side. Town 
children are accustomed to a well appointed, efficiently 
staffed clinic within easy reach of their school. Their 
parents are likewise accustomed to finding it within 
easy reach of their homes. They could take their children 
to the clinic, and discuss the various ailments with the 
nurses. This care has now fallen on the householders 
and helpers: a rural area with a child population cor- 
responding to the former child population of the town 
does not boast a clinic. It did not have one before, and 
the powers that be are moving very slowly in that 
direction, although the need is urgent. Rural areas are 
often grouped around a town with a clinic, which thus 
acts as the centre. This would not be so bad if there 
were reasonable transport facilities, but these, unhappily, 
do not exist. Householders, helpers, or representatives 
of care committees have to rely upon an hourly bus 
service which will take them, provided there is room. 
Thus a whole morning is spent upon an errand which 
should only take a fraction of the time. 

An abnormal child population in a small area offers 
an easy target for epidemics. The shortage of doctors 
is known and deplored, but there must be a goodly 
number of trained nurses now available from the evacuated 
areas, and there is in every village a hall, reading-room, 
or even accommodation in private houses where a clinic 
could be established. The health of the children would 
thus receive the necessary protection and they and their 
guardians would be spared a journey which in the present 
circumstances they should not be expected to make. 


CALLING UP THE PHARMACIST.—Mr. Hugh Linstead, 
Ph.C., secretary of the Central Pharmaceutical War 
Committee, asks us to state that dispensers who wish 
to secure deferment of their call-up must apply to the 
secretary of the Ministry of Health, division 1 B, not 
later than July 1. 


Births, Marriages ard Deaths 
BIRTHS 


Conpon.—On June 12, at Poona, the wife of Lieut.-Colonel G. F. 
Condon, I.M.S.—-a daughter. 
MARRIAGES 


BARBER—Haicn.—On June 14, at Chalfont St. 
Stuart. Barber, 
Mary Haigh. 


Peter, Harold 
M.D., squadron-leader, R.A.F.O., to Isobel 


GARDNER—ADDISON-Scotr.—On June 12, at Cupar, Arthur Miller 
Gardner, M.B., captain, R.A.M.C., to Janet Isobel Addison- 
Scott 

WALCH- Mac ve aon May 17, at Hampstead, Roger Charles 
Walch, M.R. , to Ruth Margaret MacRae 


WILSON ae “ee June 10, at Sandford Orcas, William 
Wilson, M.B., captain, R.A.M.C., to Elizabeth Manger. 


DEATHS 
LIGHTWOOp.—-On June 16, at Sidmouth, Edward Eric Lightwood, 
M.D. Lond., ag 
STEELE.—On June AS, William Kenneth Steele, M.R.C. 
colonel, R.A.M.C. (S8.R.), of Springfield, Devizes, pore 76. 


TwYn aM.—On June 13° “at Flackwell Heath, Bucks, George Edward 
Twynam, M.R.C.S., aged 85. 


lieut.- 
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THE ELEMENTS OF PHYSIOLOGY 


THANKS to the publication of small books ‘on the 
subject there is no longer any excuse for abysmal 
ignorance of physiology. ‘‘ How the Body Works ”’ 
(Longmans, Green and Co. Pp. 64. 2s.) is a tale 
simply told in a dozen short chapters and in language 
well within the mental compass of an intelligent ten- 
year-old. In this little book, which is quite free from 
technical jargon, Dr. L. S. Michaelis explains the 
physiology of reproduction neatly and unsentimentally, 
and makes a clear distinction between the mind and the 
brain. It is profusely illustrated by Kupfer-Sachs 
with sketches showing the frequent similarity between 
physiological and mechanical devices, contains an 
excellent radiogram of the chest, and the now inevitable 
appendix on first-aid treatment. Normal children can 
hardly fail to be interested in its contents. 
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ACROSS Down 
1. The Grecian bend (8). 1. ——. fess (6). people 
5. A Slav company makes this a 
anthrax serum (6). - “ Rickety, rickety. 


9. Look again ? (8). Why didn’t ine ‘give me 


to 


10. Dad’s part is his word (6). 3. Iridescent (7). 

12. Nymph or errant annelid, 4. A ticklish problem (4). 
she prefers salt water (6). 6. Not hp ue 

13. If it is, you can eat it (8). expert fancies (7). 

15. Invisibie, intangible, it reaps 
no R.I.P. ( 8. One voter is permeate (8). 

18. Would this ~ nll the Re- 11. Pain, sir? Try this (7). 
vised Version ? (12). 14. Military guards (7). 

23. As salt (8). 16. Do they use a White Star to 


24. Only a theory (6). steer her by 3 (8 ). ; 
26. The bottom one is generally 17- 
19. Every 16 has a high one (7). 
27. a much of a good thing 90. Rennet nothing! It’s the 
(8). whole ae tract (7). 
28. Our peripatetic correspond- 21, Mobile 6 (6 
ent (6). 22. Any way in (6). 
29. Postnasal sentinels with a 25. Serum with an appetite for 
stuffy reputation (8). work (4). 
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ALLAN, K. P M.B. pe. M.O. to the Daimler Co. (Aero Engines) 

BARFORD, L. » -P.M. rive asst. M.O. for Surrey. 

BURTON, i M. “Oxtd, D.R.C.O. : deputy R.M.O. at 
London Road Hospital, Stoke-on-Trent 

Cameron, F. P., M.D. Manitoba, F.R.C.S.E.: R.S.O. at St. John’s 
Hospital, Lewisham. 

M.B. Lpool: asst. M.O.H. and asst. school M.O. for 

ac 

HaRr, KATHLEEN, M.D. Lond., D.P.H.: asst. M.O.H. and asst. 
school M.O. for Edmonton. 

Nico, C. G. M., M.B. Lond., D.P.H.: M.O.H. for Mirfield. 

SrrRawAN, J. H., M.B. Belf., D.P.H., 
research officer, Federated Malay Sta 

W apswortsH, G. R., M.B. Lpool: M.O., Gua Coast. 
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